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Gentlemen, —I have here the report of a patient 
who will come into the theatre in a minute, and 
whom I wish to show to you, and while we are 
waiting for him I will tell you his history. He is 
a man, aet. 36 years, a labourer, who came to out¬ 
patients’ and was seen there by Dr. French, who 
considered it probable that he had a cerebral 
tumour, and he was admitted into the hospital. 
When he came in he complained of pain in the 
head and sickness. He told us that for the last 
two years he had been a labourer, and that for 
seventeen years prior to that he had been a sailor 
in the Merchant Service. In April, 1895, he fell 
and hurt his head, and there is a scar in his occi¬ 
pital region which shows even now. For this injury 
he wsfe admitted under Mr. Lucas in this hospital, 
and was kept in for a short time. Since 1895 
has often had pain in the head, especially in the 
occipital region. On October 15th last he was 
bending over some work, and when he got up he 
was very dizzy, his head ached a good deal, and he 
was sick. He was sick again two days later, and 
again two days after that. There was not always 
nausea present with the sickness. He seems to be 
in fairly good health, and you will be able to feel 
some periostitis around the scar over his right 
occipital bone. I may say at once that when he 
came in we looked at his eyes, and on the left side 
we found that the disc was somewhat blurred at 
its edge; the physiological cup was very shallow,and 
the vessels very tortuous. We also found the same 
thing, to a less extent, on the right side. Having 
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obtained the history of headache and sickness, and 
finding that blurring of the disc, we thought it prob¬ 
able that the suggested diagnosis made at out¬ 
patients’ of cerebral tumour was correct.* But then 
when Mr. Miller went fully into the case and began 
to draw up a report on it, it was found that the man 
was extremely hypermetropic. I have Mr. Eason’s 
report about him, from which it appears that his 
hypermetropia corresponds to 7 diopters in the 
left eye, and 8 in the right. Mr. Eason’s opinion 
is, that while the patient may have a cerebral 
tumour, and some of the condition of the disc may 
possibly be due to that, on the other hand, he 
considers that such an extreme degree of hyper- 
me^ropia would in itself account for the indistinct¬ 
ness of the edge of the disc, the shallowness of the 
cup, and for the bending of the vessels. One 
thing which, in passing, I might point out to you, 
is that we find—and, indeed, Mr. Eason did the 
same—that, although the left eye shows the most 
changes, it is the right one which is most hyper¬ 
metropic. That may perhaps bear on the condi¬ 
tion which we shall have to discuss presently. 
Now you see we are in this awkward position with 
regard to diagnosis : the headache may certainly be 
due to his hypermetropia, and possibly some of his 
giddiness may also, and certainly the state of the 
discs may be. So we have to go over him very 
carefully to see whether there are any symptoms 
about him which cannot be due to his hyper¬ 
metropia. And I might, in passing, remind you 
to always think of the possibility of errors- of 
refraction being a cause of headache. I have 
known a man sent round the world to try to get 
rid of a headache, and who, after circumnavigating 
the whole globe, came back with his headache just 
as bad. He then went to get glasses to cure his 
errors of refraction and his headache passed away 



never see anyone with a headache without exa¬ 
mining the refraction of their eyes. 


To return to this man, we will now go a little : 
more carefully through his symptoms. In the first 
place I would remind you that he certainly has the 
classical signs of cerebral' tumour, in that he has 
headache, and you know that that is the most 
constant sign. And I will show you reasons for 
supposing that if he has a cerebral tumour it is in 1 
his cerebellum. It is a fact that when a person j 
has a cerebellar tumour the headache is more likely 1 


to be at the back than in the front, and if it 
j is in two places it is most likely to be in the back 
and frontal regions. And when it is at the back it 
[ is liable to extend a little way down the neck. In 
all those points this man’s symptoms are in favour 
of cerebellar tumour, but his headache may cer¬ 
tainly also be due to his hypermetropia. Another 
thing is that people with cerebellar tumours fre¬ 
quently have optic neuritis—very frequently indeed. 
Everyone admits that this man’s optic neuritis is 
not severe. Even if there is some optic neuritis in 
addition to the hypermetropic changes, everyone 
admits it is slight, and therefore the state of his 
eyes is, on the whole, against his having cerebral 
tumour. The vomiting of cerebral tumour is very 
1 common, and it bears no relation to food. Unfortu- 
I nately for us, vomiting has not been very marked 
! since this patient has been in the hospital, although 
he was sick a good deal for some days before he 
came in. If the vomiting had been persistent while 
he was in the hospital I should have been much more 
satisfied than I am that he has cerebral tumour. 
Those are the three most important signs of a 
cerebral tumour—headache, optic neuritis, and 
1 vomiting. And they are usually entirely indepen¬ 
dent of the position of the tumour. The tumour 
1 may be in the frontal region, or it may be in the 
j cerebellum, and in either case it will produce head¬ 
ache, optic neuritis, and vomiting. There are 
many other signs of cerebral tumour, namely, slow 
pulse, giddiness, convulsions, intellectual sym¬ 
ptoms, and sometimes the patient wastes. And 
almost all these cases get constipated; sometimes 
the temperature is irregular, sometimes there are 
abnormalities in breathing, and irregularities of 
pulse. And all those may occur quite indepen¬ 
dently of the position of the tumour. But the 
three important signs are headache, optic neuritis, 
and vomiting. All the symptoms which I have 
given you up till now are what are known as 
pressure symptoms—that is to say, they are sym¬ 
ptoms which depend upon the increased pressure 
within the skull, and are, therefore, independent of 
the position of the tumour. Many years ago I 
made a post-mortem on a man with cerebral 
tumour, and he illustrated a symptom which I have 
not mentioned to you, which is due to general 
pressure in cerebral tumour, and that is a thinning 
of the bones of the skull, and it struck me that the 
best way to impress upon you the importance of 
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increased intra-cranial pressure as a cause of sym¬ 
ptoms in the brain was to bring down this skull to 
show you how thin the bone of it is. You will be 
able to appreciate how great must have been the 
increase of pressure within the skull to lead to such 
general atrophy as you see in the skull I show you. 
Sometimes the bones of the skull in a case of 
cerebral tumour are so thin that when, with your 
thumb, you press them in like the base of an oil 
can, on releasing your finger the bone will spring 
back again in the same way. This thinning is 
most evident in the vault of the skull and in the 
squamous portion of the temporal bone. 

Having gone so far, and thus learnt by the pres¬ 
sure symptoms that a patient probably has a cerebral 
tumour, you next have to try to find out where the 
tumour is by means of localising signs. They are 
chiefly a repetition of what you have learnt from | 
your physiology arid anatomy books. If a man, | 
for instance, has the third, fourth, and sixth nerves 1 
paralysed on one side you naturally infer that there j 
is a tumour in the base of the brain, probably 
pressing on the wall of the cavernous sinus so as 
to compress those three nerves. In this man we 
must examine the localising signs, and I may tell 
you at once that, what with the position of the 
headache, the fact that he complains of being 
giddy, that he staggers a little in his walk, we 
suspect that the cerebellum is the seat of the tumour | 
if there is one at all. And now the point is to 
show you this man and try to demonstrate to you 1 
any points which may show that he has a tumour | 
in his cerebellum. And, as Dr. Grainger Stewart 
has recently, in ‘Brain,’ published a study of j 
forty cases of cerebellar tumour, we cannot do > 
better than see how far our patient accords with ' 
the symptoms shown by Dr. Grainger Stewart’s 
forty cases. The localising symptoms especially j 
indicating a cerebellar tumour are, first of all, local 
headache. Remember that the tentorium roofs in 
the posterior fossa of the skull, so that if a tumour , 
grows there it grows in a closed cavity more or less, | 
exerting most of its pressure in the posterior fossa, j 
and so the headache is mostly complained of there, ■ 
and, as I have said, it may spread down the neck. 
This man has always put his hand over his cere¬ 
bellum when complaining of his headache, and he 
told us only yesterday that it will sometimes extend , 
down his neck. 

The next symptom which we must consider is ; 


vomiting, because if the tumour is in the cerebellum 
it is more likely that the vomiting will be severe 
than if the tumour is elsewhere. And that is not 
surprising when you remember the proximity to the 
cerebellum of the vomiting centre. His sickness is 
not very severe, and that is a strong argument 
against his having a cerebellar tumour. Again, if 
a patient has a cerebellar tumour, the optic neuritis 
is often very well marked indeed, and it may be 
rather more marked on the same side as the 
tumour. That the optic neuritis is trifling here is 
a strong argument against cerebellar tumour. 
Giddiness is very common with cerebellar tumour, 
and obviously there are three things which may 
occur: either external objects may appear to go 
round, or the patient himself may seem to go 
round, or there may be a general giddiness. If 
external objects seem to go round it is usually from 
the side of the lesion to the opposite side. That is 
to say, in this man, if the lesion were on the left 
side, and he complained of giddiness, the external 
objects would revolve from his left to his right, and 
if he himself revolved the revolution of himself 
would be in the opposite direction if the tumour 
were in the neighbourhood of the cerebellum, 
although outside it, but in the same direction if the 
tumour were in the cerebellum. We have asked 
him about the giddiness, and it is not easy to get any 
definite answer—that is to say, one sufficiently 
accurate, for people do not observe those details, 
as a rule, or, at all events, hospital patients do not. 
But he certainly did say yesterday that things 
seemed to go round in front of him, but he did not 
remember in which direction. I am not inclined 
to attach very much importance to it in him, for 
his account was rather vague. So we must take 
his statement for what it is worth. Tumours of the 
cerebellum, or those in close proximity to it, are 
likely to produce deafness, and I ought earlier to 
have told you that there are tumours which lie in 
the posterior cranial fossa in the angle between the 
cerebellum and the pons which will press on the 
cerebellum, and so cause many of the symptoms of 
cerebellar tumour. If a tumour is in that position 
your anatomy tells you it is very near the 
seventh and eighth nerves, and therefore you are 
not surprised to hear that it frequently produces 
deafness. We tested this man yesterday afternoon 
and we found he is more deaf in the left ear than 
in the right, and that the deafness in the left ear is 
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a nerve deafness. And that is in favour of his 
having a tumour in, or in the neighbourhood of, 
the cerebellum. In the same way, the subjective 
symptom, tinnitus, often occurs in tumours in front 
of, or in, the cerebellum, especially those in front 
of it. This man only yesterday afternoon told us 
that he does complain of whistling and a noise like 
a railway train in his ear. That is a point to be 
remembered in favour of cerebellar tumour. Now 
we come to the ocular troubles. If a man has a 
cerebellar tumour, or still more if he has a tumour 
just in front of the cerebellum, it does not require 
much knowledge of anatomy to be able to say that 
he is very likely to squint. The sixth nerve is the 
furthest back of the nerves which move the eyes, so 
a tumour in the posterior fossa may very well 
press on the sixth nerve, and consequently a 
patient with cerebellar tumour, or one in front of 
the cerebellum, is very liable to get an internal 
squint on the same side as the tumour. This man 
has a squinting inwards of the left eye, but that 
inward squint is not more than can be explained 
by the hypermetropia, and on testing him you will 
see, those of you who are near, that he can move 
that eye out, but he does not move it as far as the 
other, so that, at any rate, there is not complete 
paralysis of that external rectus. So remember 
that a paralysis of the sixth nerve on the same side 
as the lesion is suggestive of a tumour in the front 
part of the posterior fossa, and while this man’s 
internal strabismus may result from such a paralysis 
it may very likely be due entirely to the hyperme¬ 
tropia. People with cerebellar tumour frequently 
get nystagmus, particularly when they look out 
towards the same side as the lesion. There is no 
nystagmus whatever here, and that is against the 
idea of his having cerebellar tumour. I told you 
just now these people are liable to be deaf when 
they have cerebellar tumour, so also the facial 
nerve may be pressed on, especially if the tumour 
is outside or in front of the cerebellum. This 
man’s facial nerve is not pressed upon. Next, 
there is a very interesting symptom, and that is, 
that if a man has a tumour on one side of his 
cerebellum he is very prone to be weak on the 
same side of the body. It is not the weakness of 
ordinary hemiplegia, because the weakness is 
never associated with the signs of descending 
degeneration, such as ankle clonus, the extensor 
jerk in the great toe, and rigidity and increased 


knee-jerk. Nor is there any wasting associated 
with it. The trunk muscles are affected as well as 
the arm and the leg. What the meaning of this is 
I do not know, but there is no doubt about the 
fact. This man complains that he is weak on the 
left side ; this is the seventh or eighth time he has 
told us so, and when he has had to lift in his work 
he has often failed because of that weakness. We 
have tested him with dynamometer, and it is not 
apparent to us by that test, but still he complains 
of weakness to a considerable degree on the side 
on which, if he has cerebellar tumour, it may very 
well be, and he serves to remind you that these 
patients do get the weakness which I have described. 
It is rather more likely to be marked if the tumour 
is in the cerebellum than if it is outside and 
pressing on it, and this weakness is associated with 
a flaccid condition of the limb, so in a marked 
case the arm falls limp and flaccid. We have not 

noticed that in this man. Not only may the 

muscles on the same side as the cerebellar tumour 
be in the condition of weakness which I have 
referred to, but they are frequently ataxic. But it 
is quite unlike the ataxia of locomotor ataxy. For, 
in the first place, it is not made any worse by 

shutting the eyes; it is more like the ataxy of 

alcohol, because the patient’s movements are in 
excess of requirement, and they are inaccurately 
associated in point of time. The arm is as bad as 
the leg, the ataxy of which leads to the patient 
having a peculiar, drunken, rolling gait. I admit 
that at the present time that does not show in this 
patient, but yesterday afternoon he certainly was 
reeling a little when he walked. It is, like all his 
symptoms, so slight that at present we shall not 
come to a definite diagnosis. But he serves to 
remind you of the fact that these patients tend to 
stumble towards the side of the lesion. Further, 
such patients, even when they do not stumble, 
have, in walking, a tendency to deviate towards the 
lesion, so that if the tumour is on the left the 
patient may describe a curve always bearing to the 
left. He showed this slightly yesterday. Then, if 
you have looked at him you will have noticed that 
he has never held his head straight since he has been 
in the theatre; it is flexed a little to the left shoulder, 
the chin is turned a little to the right, and the face 
is a little turned up. And the typical position for 
a person with cerebellar tumour is to have the 
occiput flexed to one shoulder and the face turned 
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up, and the chin rotated to the other. I show you 
a photograph which illustrates that point, and there 
is with it a photograph of the brain, showing the 
tumour. You can see from that picture the typical 
cerebellar attitude. The first thing you want to 
know is, Does the head usually incline towards the 
side of the tumour, or away from it? Usually 
speaking, the head is flexed to the same side as the 
tumour, but unfortunately, it is sometimes just the 
opposite. In the photograph the head is bent 
down on the child’s left, and the tumour was on the 
right side of the cerebellum; so in that particular 
case the head is bent down away from the tumour, 
and the child’s face is so turned up that she looks 
to the same side as the tumour. Possibly it is that 
sometimes the tumour is irritative, and sometimes 
it is paralytic in its effect. But be that as it may, the 
attitude, when it exists, is very striking. It is 
strongly suggestive of cerebellar tumour—more 
suggestive of the existence of a tumour than it is 
suggestive of precisely which side the tumour is on; 
for example, if the man’s tumour is on the left side 
he is tending to keep his head in the opposite 
position as regards his tumour to that of the child 
in the photograph—that is to say, his head is bent 
towards his tumour. Unfortunately, many people 
with cerebellar tumours do not show this sign. It 
is a most interesting one when it exists, but you 
must not depend upon it for your diagnosis. 

The last thing I want to call your attention to 
about cerebellar tumour is, that the knee and 
ankle-jerks are frequently different on the two sides, 
and vary from time to time. Sometimes they are 
increased on the side of the tumour, sometimes 
they are diminished on that side. In this case 
the right knee-jerk is rather the better of the two. 
The point is not that the right or the left knee- 
jerk is the better, but that the degree to which the 
jerk can be obtained differs on the two sides, and 
that is'very commonly noticed in a case of cere¬ 
bellar tumour. 

I ; have sent* the patient away before discussing 
the last symptom, namely, that he is certainly slow 
in his mental operations. There seems to be no 
doubt about that, and it is said that he has twice 
attempted to take his wife’s life. Mental sym¬ 
ptoms occur in a very large proportion of cases of 
cerebral tumour. It has been strikingly brought 
home to us lately, because in the last twelve 
months I have had three patients with tumour of 


the brain in the strong room. The accounts which 
have been published, of course, vary very much, 
for there is no boundary that separates off what 
one would call mental symptoms. Mental sym¬ 
ptoms occur in 80 per cent, of cases of cerebral 
tumour, according to some. But that, I think, is 
certainly too high an estimate. However, it is 
certainly 60 per cent. The commonest form of 
mental symptoms is what this man has—that is to 
say, mere dulness or lethargy. Dementia and 
mental weakness are much commoner as symptoms 
of cerebral tumour than such active symptoms as 
delirium. That is the opinion of those who have 
worked specially at mental diseases, and it cer¬ 
tainly is my own experience with regard to cerebral 
tumours. Often the mental symptoms are early. 
It is calculated that in half the cases with mental 
symptoms they are early, and in that, again, our 
patient agrees. The most common seat for 
tumour if mental symptoms are present is probably 
the frontal lobes, and an almost equally common 
situation is the corpus callosum, and next a tumour 
at the back of the brain. That, by pressing on 
the aqueduct of Sylvius, will lead to great ventri¬ 
cular distension, and so is liable to cause mental 
symptoms. So this man’s mental symptoms do 
suggest that he may have a tumour, though I am 
bound to admit that cases of cerebellar tumour 
are not especially liable to have mental sym¬ 
ptoms. 

I think, then, gentlemen, as regards the dia¬ 
gnosis of cerebral tumour, we must leave it an 
open question in this case. Certainly he seems to 
have more the matter with him than hypermetropia 
can explain, and it may be that he has a tumour 
—possibly cerebellar, in the left lobe. There is, 
however, another difficulty, namely, that very often 
localising symptoms in a case of cerebral tumour, 
as found in the post-mortem room, do not corre¬ 
spond with what you would expect from the sym¬ 
ptoms during life. There are a number of what 
are called false, localising symptoms, and I am 
surprised that these are not more common than 
they are, for it must upset the working of the 
brain to have added to the ordinary contents of 
the skull a tumour the size of a duck’s egg. You 
cannot tell in what direction pressure will be 
distributed. The thinness of the bones of the 
skull I have shown will indicate how great the 
pressure may be. Haemorrhages and thrombosis 
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may take place, and so the cerebral vessels will 
become obstructed, and the brain may soften or 
get cedematous. So one would expect false 
localising symptoms—that is to say, symptoms due 
to local lesions, but not directly due to the tumour 
—to occur more frequently than they do, and that 
they occur frequently there is no doubt. And you 
will from time to time come across patients, and 
follow them to the post-mortem room, and find . 
that the tumour is not in the position which | 
you expected it to occupy from the symptoms : 
during life. | 

Let me give you a case in point. I take one I 
which is reported in ‘ Brain ’ by Dr. Collier. It j 
was that of a man, ret. 20 years, who suffered from 
headache, vomiting, and optic neuritis. Seven 
months afterwards he went totally blind with post- , 
neurotic atrophy. In the fifteenth month of his ; 
illness localising symptoms began to appear. In 
the seventeenth month the condition was as j 
follows: Paralysis of left external rectus, marked I 
nystagmus, with slow movement to the left; 1 
complete nerve deafness in the left ear, left peri¬ 
pheral facial paralysis, left cerebellar position of 
the head—being inclined to the left shoulder, and 
the face rotated to the right; marked head retrac- 1 
tion during the attacks of pain. Lurching to the 
left when he attempted to walk. Bilateral ataxy 
more marked on the left than on the right. His 
left knee-jerks were normal, the right dimin¬ 
ished. Double extensor response. His condi¬ 
tion remained unchanged until his death at 
the twentieth month. Now, you could not have 
wanted a better case than that. As Dr. Collier 
says, the localising symptoms are apparently con¬ 
clusive of a growth in the left posterior fossa, 
involving the cerebellum, and the sixth, seventh, 
and eighth nerves. But the diagnosis was as far 
out as it could possibly be as regards the locality 
of the tumour, for it was in the left prefrontal 
region. And that illustrates how false the local- | 
ising symptoms in a case may be. We can only 
suppose that the explanation of their unreliability 
is the varying distribution of the pressure exerted 
by the tumour. 

Now, having discussed tumour, the next point 
I want to direct your attention to is this ; sup¬ 
posing he has a tumour, what is it? In 1882 
or 1883 I collected notes of a hundred cases of 
cerebral tumour from our post-mortem records, and 


subsequent collections which I have seen show that 
the averages in my series were representative. I 
found 45 w’ere tubercular, 24 were gliomata, 10 
were sarcomata, 5 carcinomata, 5 gummata, 2 were 
glio-sarcomata, 4 were cystic, 1 was a lymphoma, 1 
was myxoma, and 3 doubtful. So the tubercular 
tumours were nearly half the total number, and glio¬ 
mata were very common, while gummata only con¬ 
stituted 5 per cent. So the probability is that any 
particular case of tumour of the brain is a tubercular 
or a gliomatous tumour. Tubercular tumours are 
more common in the cerebellum than elsewhere in 
the brain. But as they are most common in chil¬ 
dren, perhaps if this man has a cerebellar tumour 
it is not tubercular. But as a gumma is the only 
variety of cerebral tumour for which drugs could 
do any good, the treatment for every case of 
tumour of the brain is to put the patient upon 
anti-syphilitic treatment for at least three clear 
months. And in doing that, please give much 
larger doses of iodide than sometimes you are told 
to. It is a good thing to give a patient 10 gr. 
three times a day for the first week, 20 gr. as 
often during the second w r eek, 30 gr. the third 
week, and 40 gr. three times a day the fourth 
week, until you have the patient taking 300 gr. a 
day. It does not matter if you waste some iodide 
by that. It is true it is an expensive drug, 
but you must remember that the tumour, for all 
you know, may be very near indeed to some vital 
part of the brain, and you wish to get the patient 
thoroughly under the influence of iodide as quickly 
as possible. One thing I think is pretty clear—that 
he is not more liable to symptoms of iodism if you 
give him large doses, and, in fact, you may some¬ 
times stop iodism by doubling the dose of the 
iodide which you give. The best way to prevent 
poisoning by iodism is to give it in a large draught 
of water, each dose in half a tumblerful of water. 
Even if the patient begins to be better as a result 
of this treatment you must not promise him he will 
be perfectly well, because you have to remember 
that, even if the iodide leads to absorption of the 
gumma, you cannot absorb a gumma without 
leaving a scar, and a scar is a foreign body, and 
may, by its irritation, produce convulsions for 
example. A scar may be very small, but, in a sense, 
it is a tumour of the brain. Supposing, however, 
at the end of three months the patient is no better, 
then the first thing which will come to your minds 
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is, Can I cut this tumour out ? We have to con¬ 
sider, therefore, what are the probabilities that the 
case is one in which we can, with benefit, excise a 
cerebral tumour. Statistics show that in only | 
about 8 or 10 per cent, of the tumours of the I 
brain will excision be feasible or benefit the patient 1 
much. They may be inaccessible, and frequently I 
are, and the patient, in a case of tubercular tumour 1 
of the brain, may have a considerable amount of 
tubercle elsewhere. The tumour may be malignant I 
or it may be too large to remove. So I am sorry 
to say that surgeons cannot remove, with benefit to 
the patient, the great majority of tumours of the J 
brain. Nevertheless, there have been some very 
brilliant cases of taking out a tumour of the brain. > 
And, obviously, the earlier the case is diagnosed 
the better the patient’s chances. When you have 
diagnosed tumour of the brain and drugs have | 
failed to relieve, you have to consider very care¬ 
fully whether there is extensive disease elsewhere 
in the body, whether the tumour is in such a 
position that it is accessible, and, indeed, you have 
to consider the whole question whether it is at all 
likely that it may be taken out with any success. 
You and a surgeon may decide that it can; 
so much the better for the patient. But 
one thing which, I think, is not sufficiently 
recognised, is how malignant the tumours of 
the brain frequently are. For instance, I have j 
here the results of some operations at Queen 
Square which were recorded last August by 
Sir Victor Horsley. He found that practically 
the same percentage of tumours of the brain were 
malignant, in the sense that if you took them away 
they were liable to recur, as my figures from Guy’s 
Hospital showed—that is to say, including under 
malignant disease all forms of glioma, sarcoma, 
and carcinoma. I found that out of a hundred 
cases, forty-one were glioma, sarcoma, or car¬ 
cinoma. Sir Victor Horsley publishes a table of 
fifty-five cases, operated upon at Queen Square, 
and twenty-three were either glioma or sarcoma. 
That proportion is virtually the same as mine. Of 
the twenty-three gliomas or sarcomas which were j 
taken away there was recurrence, in two years | 
after operation, in twenty. The cases in which 1 
removal does most good are those of cyst; fibro- j 
mata growing from the membrane also do well. ' 
I ought, in passing, to draw your attention to j 
the fact that, in the skull, as in other parts of the j 
body, tumours, apparently malignant and appa- | 
rently inoperable, have improved after an explora¬ 
tory operation. In Sir Victor Horsley’s paper you 
will find two or three cases mentioned where, when 
the tumour was exposed, it appeared malignant, 
and was deemed inoperable and the wound was 
closed ; but the patient slowly improved. You have, 
of course, to discuss with the patient also the risk 
from operation. In the same article I notice that 
out of seventy-nine cases in which a correct dia¬ 


gnosis was made, and the tumour successfully 
removed, seven died of shock. On the other 
hand, of sixteen cases incorrectly diagnosed as 
regards the situation of the tumour, no fewer than 
six died of shock. The operation is one which 
cannot be undertaken lightly by anyone, and espe¬ 
cially it must not be by those of you who are not 
experienced surgeons. The best tumours to take 
out, naturally, are those which spring from the 
meninges, and they fairly frequently occur. I 
think we have now discussed the possibility of 
operation for removal of a brain tumour, and you 
see that in every case where proper medical treat¬ 
ment has failed you must carefully consider it. 
But you can do other things. I have over and 
over again told you at the bedside—and many of 
you have seen the operation done — that some 
bone can be taken away from the skull and the 
dura mater opened, and so the intracranial pressure 
relieved. As a result of that procedure the optic 
neuritis will frequently subside, the patient’s sight 
comes back, the headache disappears, the vomiting 
may become better, and if the patient is getting 
blind and the headache is intolerable, it is, I think, 
quite wrong not to give such patients the chance 
of this benefit. I remember so many who have 
been most grateful and thankful for this procedure, 
We had at Guy’s one of the most striking cases on 
record. It was the case of a girl with cerebral 
tumour, who came back of her own accord at the 
hospital on four separate occasions to ask to have 
bone taken away. At each operation all that was 
I done was that bone and dura mater were taken away, 
for it was quite impossible to remove the tumour. 

| The intra-cranial pressure was relieved, her sight 
returned, the optic neuritis subsided, her headache 
I disappeared, but naturally, as the tumour went on 
growing the pressure increased again, and then her 
headache and blindness returned. She so enjoyed 
the improvement following the first operation that 
| she came back to the surgery asking to be 
trephined again, and we did it altogether four times 
at her request. She died eventually, and a glioma 
in the interior of the brain was found, but the 
operation had spared her the suffering of blindness 
and headache during the last two years of her 
life. 

One thing I want to go back and notice about 
our case. It is the fact that the man had had a 
blow on his head. If you look at his head you 
will feel some periostitis and thickening on the 
right side. Blows on the head will sometimes 
appear to determine the production of a tumour. 
At any rate, patients often give a history of a blow 
on the head. Sometimes the same bone thicken¬ 
ing on the inside of the skull that you can feel on 
the outside of this patient’s head produces some 
of the effects of a tumour, and if you take away that 
thick bone the patient becomes much better. 
If this patient does not recover under anti- 
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syphilitic treatment, and if his symptoms prevent 
his working, it will be our duty to consider 
whether we ought not to ask a surgeon to take 
away that thickened bone, which may be causing 
symptoms by pressure. Many years ^go, one of 
the earliest cases of this kind relieved by a surgeon 
was a patient of mine upon whom Mr. Lane 
operated. In an accident he hit his head, and as a 
result of this he had great local bony thickening, 
which, being over his motor area, led to Jacksonian 
epilepsy. His age was 29 years, and he was admitted 
under my care in 1888, and told us that ever since 
his accident many years before he had had several 
fits every week. He had no premonitory sym¬ 
ptoms before them, and his mother said she had 
often seen him in fits, but they were always con¬ 
fined to the side opposite to the injury. He had 
constant, severe headache and considerable wasting 
of the muscles on the side opposite to the injury. 
To make a long story short, there was some thick¬ 
ening of bone on the opposite side to the injury. 
Mr. Lane took it all away, exposed the dura mater, 
which was thick and opaque, the bone was not 
replaced into the wound, and after that operation 
we followed up the man for some years. He 
ultimately died of heart disease, but he never 
had another fit, nor any more headache after 
the operation. 

April 15^, 1907. 


A CLINICAL LECTURE 

UPON THE 

SURGERY OF NEW GROWTHS OF 
THE PROSTATE GLAND. 

Delivered at the West London Post-Graduate School. 

By JOHN PARDOE, M.B., F.R.C.S. 

Gentlemen,— I think that some remarks upon a 
portion of the branch of surgery in which I am 
more especially interested may be of some service 
to you, as it seems to me that one is able to make 
any lecture more alive if one speaks from personal, 
everyday experience, rather than from a didactic 
standpoint. If, therefore, in choosing the subject 
of prostatic surgery upon which to address you, I 
am adding to the very voluminous material which 
has been placed before the medical profession in 
the last few years, and so run the risk of repeating 
ad nauseam facts which have filled the surgical 
columns of the medical journals, I am speaking 
also about surgical matters necessarily of interest 
to all of you, for there cannot be a practitioner 
who, some time or other, is not called upon to deal 


with this class of case, and upon whose right judg¬ 
ment depends not only the comfort but the pro¬ 
longation of life of a patients afflicted with prostatic 
disease. 

I had intended to give you a survey of the 
advances in our knowledge of diseases of the 
prostate, but the subject which bulks largest in 
our eyes is undoubtedly the relief which must be 
given to those who suffer from impediments to 
micturition dependent upon enlargement of that 
organ. I shall therefore confine myself to an 
exposition of my own views upon the subject of 
difficult micturition and retention of urine due to 
prostatic new growths—that is to say, the indi¬ 
cations for operation and the limitations which 
certain conditions impose upon us. 

Setting aside obstruction to micturition due to 
inflammatory conditions of the prostate, let us 
consider the conditions which until quite recently 
went by the general name “hypertrophy of the 
prostate.” 

In examinations of a very large number of pros¬ 
tates, I have not yet come across a single instance 
of true hypertrophy— i. e. a general enlargement of 
the organ in which each several element—glandular, 
connective tissue, and vascular—was enlarged in its 
right proportion to the whole. On the contrary, 
the enlargement is due either to an abnormal 
increase of the epithelial portions of the gland in 
one case or the connective tissue in the other, and, 
in addition, this increase may be of an innocent or 
malign character in either instance. 

The character of the treatment to be adopted 
depends, in the first place, upon a recognition 
clinically of the class of prostate with which we are 
to deal, so that it is well to have a clear idea of 
what we are setting out to look for before we make 
our examination. Upon the brief description 
which I have just given you we can found our 
classification: 

Innocent: (1) Adenoma or pseudo-adenoma 
(the epithelial type); (2) fibroma (the connective- 
tissue type). 

Malignant: (1) Carcinoma (epithelial type); 
(2) sarcoma (connective-tissue type). 

Now, the epithelial type of enlargement is by far 
the most common. Commonest of all are the 
adenomata, next the carcinomata, next the inno¬ 
cent fibrous enlargement, and extremely rare are 
the sarcomata. 
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I can clear the ground somewhat by stating that 
at present surgery has found no efficient means of 
dealing curatively with malignant enlargement of 
the prostate, except, perhaps, in its very earliest 
stages. My own experience is entirely confined 
to carcinomatous malignant disease of the prostate, 
for in the ten years during which I have been 
associated^ with St. Peter’s Hospital I have not 
seen one case of sarcoma of the prostate in adults. 

I have attempted to remove the carcinomatous 
prostate by the supra-pubic route in four cases, 
twice intentionally, and twice under the impression 
that I was dealing with an innocent growth. 

In one case the patient lived six months after 
operation. He died with an immense mass at 
the site of operation, and with secondary growth 
in the eighth and ninth dorsal vertebrae, causing 
complete paraplegia. The function of micturition 
was not aided in the slightest degree. 

In the second case the prostate was fairly easily 
removed. The peripheral portions were adenoma¬ 
tous, but the centre showed a nodule of cancer. 
This patient lived eighteen months. Micturition 
was restored and the supra-pubic wound healed. 
The growth, however, recurred at once, quickly 
spread beyond the prostatic sheath, infiltrated the 
levatores ani, and finally fungated in the ischio¬ 
rectal fossae. The last condition of the patient 
was extremely miserable, and I feel sure that he 
would have lived longer and more comfortably had 
gentle catheterism been pursued until it became 
impossible, and then a careful, permanent, supra¬ 
pubic drainage done. 

The third case lived six weeks after operation. 
The prostatic cavity showed no sign of healing, 
the patient gradually sank and died, and post 
mortem the cavity was found to be lined with 
growth coated with dirty phosphates. 

In the fourth case the patient lived only one 
week, and died with symptoms of uraemia, due 
to inadequate renal power. Now, these cases 
occurred some time ago, and they led me to 
determine on no account to attempt removal 
of a malignant prostate in the future unless one 
can devise some better method than I have used 
in the past—viz. supra-pubic and perineal enuclea- 
tio.i. Quite recently, however, a few cases have 
been reported by Hugh Young, of Baltimore, in 
which he has employed a very radical method of 
extirpating early carcinoma of the prostate, and 


| though it is yet too soon to speak positively as to 
| the non-recurrence of the disease, the method 
I seems to be an advance upon our somewhat futile 
efforts in the past. I shall not describe the opera¬ 
tion to you at length, but shall content myself by 
saying that it consists in complete removal of the 
1 prostate and trigone of the bladder, together with 
the seminal vesicles close up to the interureteric 
I bar and the anastomosis of the cut bladder to the 
j membranous urethra, the whole proceeding being 
carried out through a free perineal incision. 

I Now, if you grant my postulate that we are not 
justified in attempting to remove carcinoma of 
the prostate by the ordinary operations used for 
enucleation of simple enlargements, we are brought 
at once to the question of a careful diagnosis of 
the condition we are to deal with, and so to 
the examination of a patient suffering from sym- 
| ptoms of prostatic obstruction, to determine, first, 

[ the character of the prostate, whether innocent or 
, malignant, next, if the growth is innocent, the 
method we should adopt in treating it; and you 
will please bear in mind at this point that the 
' patient’s general condition should exercise a great 
j influence upon our decision. 

I Let me tabulate briefly upon the black-board 
| the order in which I think the steps of an examina- 
| tion of a prostatic case should proceed : 

! (1) The history of the case. 

I (2) The symptoms. 

(3) A careful examination of the abdomen. 

(4) Examination per rectum , and bimanually. 

(5) Instrumental examination, including the test¬ 
ing of residual urine, and, where possible, a careful 

1 cystoscopy. 

(6) Most careful analysis of a twenty-four hours’ 
specimen of urine. 

(7) A general examination of the patient, with 
particular reference to the cardio-vascular and 
respiratory systems. 

We will take these steps in our examination one 
I by one in some detail. 

(1) The History of the Case. 

It is important to ascertain the nature of the 
onset of the difficulty or cessation of normal 
micturition, and to note whether it was acute or 
gradual, never forgetting that an apparent acute 
I attack of retention is often only the culmination of 
j a long-standing trouble. 
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The importance of being quite clear upon this 
point is great, for a long history of straining to 
pass urine means, inevitably, that a deleterious effect 
has acted upon the bladder, the ureters, and the 
kidneys in many cases. I shall return to this 
subject when we come to consider the symptoms. 

(2) The Symptoms. 

Frequency of micturition (when complete re¬ 
tention is not present) is, as a rule, the earliest 
symptom noticed by these patients, and commonly 
their attention is first called to it by the necessity 
of micturating in the night, i. e. nocturnal fre¬ 
quency. 

Pain may be present, and its character should 
be ascertained as well as its situation. Some 
sacral pain, radiating to the perineum and down 
the thighs, is not infrequent in carcinoma of the 
prostate, less so, or more commonly entirely absent 
in innocent enlargements. The presence of vesical 
calculus, cystitis, and inflammation of the enlarged 
gland itself will give rise to the characteristic 
penile pain, before, during, and after micturition, 
of these conditions. 

A very important group of symptoms should 
always be looked for when the prostatic difficulty 
has been of long standing. They are the following : 
thirst, a dry mouth and tongue, a dry, harsh skin, 
polyuria, and constant, dull, lumbar aching. These 
symptoms are absolutely typical of grave damage 
to the kidneys inflicted by long-continued back 
pressure, and although I am constantly speaking 
of this subject in the out-patient room, some of 
you may not have heard my oft-told tale, and I 
will run the risk of wearying those of you who have 
heard it. This group of symptoms may arise in 
cases of difficult micturition from stricture, pros- 
latic, or any other obstruction to the free outflow 
of urine, and are the effects of a back pressure 
which has spent itself, first, upon the bladder, then 
upon the ureters, and, finally, upon the kidneys. 

The effects upon the bladder appear to vary 
considerably. In some cases the bladder dilates 
and becomes very capacious, with much thinned 
walls, or the bladder muscle may, first, hypertrophy 
to withstand the pressure, and then, finally, give 
way, but not as a whole, sacculation taking place, 
the mucous membrane being protruded between 
bars of muscle, the final result being the trabecu- 
lated and sacculated bladder. In some cases 


the bladder remains small with immensely hyper¬ 
trophied walls and a very small cavity. 

But if the backward pressure is long continued 
it presently exerts its force upon the ureters, and 
then upon the kidneys. The ureters dilate, the 
pelves of the kidneys dilate, and, finally, the cortical 
substance of the latter is spread out as the thin 
walls of a large hydronephrosis. What is the 
pathological result of this mechanical dilatation ? 
In the first place, you will notice, if you examine 
the kidneys of a patient who has died unrelieved, 
that they are very pale and anaemic. The blood 
has not been able to enter the glomerular arteries 
freely, and for this, no doubt, the high intra-pelvic 
tension of urine is to some extent responsible, and 
the interstitial nephritis which is usually present 
also bears its part in adding to the difficulty. The 
urine, as I have mentioned, is of low specific 
gravity and very deficient in solids, urea being 
excreted in much less than the right amount, a 
chronic condition bordering upon uraemia being in 
existence. 

What happens if suddenly the urine is drawn 
off from these patients ? The bladder is emptied, 
but so, too, are the ureters and kidneys, and the 
back pressure is suddenly relieved. The kidneys 
instantly become engorged and choked with blood, 
and, having acted for long at a disadvantage, can 
now do no more, and cease work. Complete 
suppression occurs, and these patients sometimes 
die anuric within three or four days. On post¬ 
mortem examination you will find the kidney 
cortices, such as they are, congested, and even 
haemorrhagic. 

Now, gentlemen, I cannot tell you if this theory 
of the results of a sudden relief of back pressure 
has been worked out experimentally with the 
manometer, but as a clinical picture it is absolutely 
true, and it leads up to the point I wish to impress 
upon you—never to empty suddenly a chronically 
over - distended bladder. This caution does not 
apply, of course, to simple acute retentions, and 
so you see the history and symptoms are of great 
importance. Remember, then, these symptoms 
of renal inadequacy due to back pressure, and 
always empty the bladders of such patients very 
slowly. One more point about these cases before 
we pass on, and that is to remember that they are 
•very prone to sepsis, and, if they escape the fate I 
have endeavoured to picture to you, they some* 
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times fall victims to a slow, septic condition. Be 
especially careful, therefore, of your aseptic precau¬ 
tions in instrumental interference with these patients. 

Sometimes incontinence is complained of, and 
you must recognise that this is a false incontinence 
or retention with overflow. On examination you 
will find a bladder distended up to or above the 
umbilicus, and a constant, slight dribbling taking 
place. Haematuria is a fairly frequent symptom in 
enlargement of the prostate, and in my experience 
is much more common in the adenomatous pro¬ 
states than in those which are carcinomatous, except 
in the latest stages of the latter. 

Time will not permit me to go more fully into 
symptomatology, for we must proceed to the next 
stage of our examination, viz. : 

(3, 4) Abdominal and Rectal Examination. 

First examine the abdomen carefully as a whole, 
especially the hypogastrium, for evidence of a dis¬ 
tended bladder, and next the loins, for back-pressure 
kidneys are often to be felt, and tenderness or pain 
can be elicited. Next make a careful examination 
per rectum in two positions: first, with the patient 
upon his knees and elbows with the buttocks pro¬ 
truding, and then (with the bladder empty), with 
the patient lying on his back, a bimanual examina¬ 
tion should be made, the right index finger being 
in the rectum and the left hand above the pubes. 
A much enlarged prostate can often be felt between 
the two hands by this method when the abdominal 
wall is flaccid. 

This rectal examination should bp made pur- 
posively and systematically in the following order 
to ascertain : shape, outline, consistency, size, per¬ 
sistence or absence of the interlobar sulcus, and 
last, but not least, fixity or mobility of the gland as 
a whole. 

Do not forget to examine the base of the bladder 
and the seminal vesicles for evidence or absence of 
extension of disease to these parts. • 

Before proceeding to the instrumental examina¬ 
tion of your patient you should examine the testes 
and cords for evidence of chronic simple, syphilitic, 
and tuberculous inflammation, for, if present, they 
may throw a light upon the condition of the pros¬ 
tate. 


(5) Examination with Instruments. 

Except in cases of chronic over-distension where 


the patient is submitting to catheterism for the first 
time, and the precautions which I have mentioned 
above should be observed, the first step is to ascer¬ 
tain the amount of residual urine by ordering the 
patient to pass all he can naturally and then draw¬ 
ing off the remainder by catheter. 

By the catheter also can be tested the length 
of the prostatic urethra by the following simple 
manoeuvre : the entrance to the membranous 
urethra can be ascertained because the catheter is 
here checked slightly by the contraction of the com- 
| pressor urethras muscle. Mark this point upon the 
J catheter. Next mark upon the catheter the point 
at which urine commences to flow, and the difference 
between the two points, less i in. to 1 in., is, roughly, 
the length of the prostatic urethra, for you will 
remember that the length of the membranous 
urethra in adults is almost constant at about i in. 
to 1 in., lying, as it does, between the two layers 
j of the triangular ligament. With a finger in the 
l rectum you can feel the substance and consistency 
I of the gland between it and the instrument in the 
urethra. 

I Finally, in the hands of an expert the cystoscope 
! should, in my opinion, be used wherever possible, 
for by it you can ascertain the presence and 
, amount of intra-vesical projection of the gland. 

I # In some cases of adenoma the vesical aspect shows 
small cystic swellings, and these are observed in 
| sections of the gland when removed. In my 
experience these cystic swellings seen with the 
cystoscope are sure signs of innocence, for wherever 
I have observed them the body of the prostate 
was in a condition of adenoma, becoming cystic in 
j places. 

The cystoscope also reveals stone, growths of 
the bladder, and the condition of the ureteric 
orifices and efflux—points of much importance. 


! 


(6) Examination of the Urine. 

I The urine in these cases requires a very careful 
examination. It is not sufficient to examine a 
casual specimen. The total urine passed in twenty- 
four hours should be collected, sedimented, and 
the sediment centrifuged and examined micro¬ 
scopically. The usual examination for albumen 
and sugar is, of course, essential, but above all it is 
I necessary to estimate the output of solids—urea in 
| particular. You will remember that one of the 
j main indications of renal inadequacy is a low 
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specific-gravity urine with a diminished output of 
solids—not only a low percentage, but a diminution 
in the total output. A diminished percentage is 
not nearly so important as a diminished total, and 
in many cases the total is satisfactory though the 
percentage, owing to the polyuria, is very low. 
The polyuria can often be brought to within very 
reasonable limits by careful catheterism and other 
treatment prior to operation, and if with the 
diminution of polyuria the percentage of urea rises, | 
keeping the total excretion to a high level, the j 
outlook is much brighter than in the opposite 
condition. 

(7) General Examination of the Cardio-Vascular 
and Respiratory Systems. 

When you consider that prostatic operations are 
usually undertaken in patients of advanced years, 
whose chest walls are rigid, and who, in many cases, 
show marked signs of emphysema, bronchitis, and 
atheromatous degeneration of the vessels—arterio- ' 
sclerosis in fact—you will realise that a careful 1 
survey of the general health, with particular refe¬ 
rence to their years, should be undertaken prior to 
recommending operation. My colleague, Mr. 
Carter Braine, who has, I daresay, anaesthetised 
more of these cases than most people, tells me that 
they are among the most anxious that he has to #) 
deal with. Complete relaxation of the recti abdo- ! 
minis muscles is essential for the rapid and easy per¬ 
formance of supra-pubic prostatectomy, and chloro¬ 
form is the only anaesthetic, so far as I am aware, 
which is satisfactory from the surgeon’s point of 
view. It is, therefore, well, unless the condition | 
of the urinary organs is extremely urgent, to get I 
the patient’s heart and lungs into as gooc} a state ! 
as possible by preliminary treatment. 

The last method of diagnosis, which is but very 
rarely needed, is to remove a portion of the gland 
by a dissection through the perineum, exposing 
its posterior aspect, and examining it immediately 
in frozen section, as a preliminary to the complete 
removal by Young’s method, which I have already 
mentioned to you. 

Having told you the methods by which I con¬ 
sider you can gain your evidence what are the 
diagnostic features of 

(a) Carcinomata, 

(/>) Adenomata, 

(c) Fibrous enlargements 


I can best impress them upon you, I think, by 
putting them in a table where they will contrast 
one with the other, premising that, as it is true of 
medicine and surgery as a whole, so it is of this 
branch of them that these signs are seldom met 
with in their entirety, and that typical “ text-book ” 
cases must not always be expected. 


Signs. Carcinoma. 


Shape Usually irregu¬ 
lar, bossy, 
knobby, some¬ 
times flat and 
spreading 
Outline Commonly 
very irregular 
Consis- Stony hard, 

tency except in the 

earliest stages 

Size | Moderate in 
early stages 
and very slow 
in enlarging 
Interlobar Commonly 
sulcus absent even in 
early cases 
Mobility Absolutely 
fixed 


Secondary \ Very common 
infection of 
glands, etc. 


Adenoma. 

Fibrous enlarge¬ 
ment. 

Rounded and 

Small and 

smooth with a 

collar-like. 

suspicion of 


lobulation 


Usually 

smooth 

Always elastic, 
sometimes 
very soft 

Quite regular 
and rounded. 

Always firm 
but somewhat 
elastic; never 

stony hard. 

Varies from 

Always mode¬ 

quite small to 

rate in size. 

enormous 


Present 

Present. 

Quite mobile 

1 Mobile, but 
often this point 


' is difficult to 


determine. 

Absent 

Absent. 

1 


If you glance at this table you will see that it is 
not hard, as a rule, to distinguish between the 
adenomatous prostate and carcinoma, but that 
the difficulty arises in the case of small fibrous 


prostates. 

No amount of description on my part, and 
listening upon yours, will convey to you the diffe¬ 
rences between prostates half so well as practical 
examination of them. If, therefore, you do not 
happen to see many of these cases, and are in 
doubt about a particular one, I advise you strongly 
not to commit.yourselves to a diagnosis until you 
1 have submitted your patient to someone who is in 
the habit of making these diagnoses constantly, for 
I can assure you that the number of carcinomatous 
cases sent to me with a request for prostatectomy 
is far larger than you would believe on first 
thoughts. The chief points of distinction are 
! the consistency and the mobility or fixity of the 
gland. 

j Size is of very little importance, for a very small 
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prostate, one, indeed, scarcely larger than normal 
may produce just as great an impediment to mictu¬ 
rition as one which is enormous. Here are two 
specimens to illustrate this point. This little 
prostrate weighs only a few drachms, yet it is 
adenomatous, and the adenomatous growth pro¬ 
truded through the sphincter into the bladder, 
completely blocking the passage. This patient 
lived a catheter life for three years or more. 

Contrast with the last specimen this huge adeno¬ 
matous prostate. It was almost entirely extra- 
vesical, i. e. had not grown upwards through the 
sphincter, and the patient was able to pass a few 
drops of urine naturally. 

These two specimens bear out what I say, that 
size has nothing whatever to do with the question 
of operation or no operation. 

Having settled the diagnosis of the nature of the 
enlargement with which you have to deal by the 
methods of examination which I have just described 
to you, it is necessary to determine what mode of 
treatment you are going to adopt. We will therefore 
take the three varieties of new growth separately, for 
the operative treatment differs in each case. 

(1) Carcinoma of the Prostate . 

As I have already mentioned, I do not think 
that it is the least use to attempt radical removal 
of a carcinomatous prostate except in its earliest 
stages. 

Enucleation by either the supra pubic or the 
perineal route is merely playing with the condition, 
and is, to my mind, about as satisfactory as enuclea¬ 
tion of a mammary carcinoma would be. 

Carcinoma of the prostate tends to spread in two 
directions as a rule: it appears to invade the 
seminal vesicles by way of the common ejaculatory 
ducts on the one hand, and on the other, by direct 
growth it extends up beneath the trigone, infiltrating 
the wall of the bladder in this situation. The sym¬ 
ptoms of prostatic carcinoma are so insidious in 
their development, and interference with micturi¬ 
tion to any serious extent is so long delayed, that 
patients afflicted with carcinoma of the prostate do 
not, unfortunately, present themselves for radical 
operation until, in too many cases, the disease has 
progressed so far that removal is not likely to be 
of benefit to them. If the spread of prostatic 
carcinoma is in the direction which I have indi¬ 
cated to you, it is obvious that only the complete 


removal of the prostate and its sheath, the seminal 
vesicles, and the base of the bladder, including the 
trigone rigjit up to the interureteric bar, is likely to 
be of any avail, while if the disease has progressed 
beyond the interureteric bar, ablation of the entire 
bladder with implantation of the ureters into another 
situation would be called for. In the earlier cases 
Young’s method (vide supra) has been successful 
immediately, and no recurrence has been observed 
after nine months or so. After this operation the 
patients are necessarily incontinent, for the muscles 
by which urine is retained, namely, the sphincter 
vesicae, and the compressor urethrae have been re¬ 
moved in the case of the former and irretrievably 
damaged in the case of the latter, the cut bladder 
being sewn up and anastomosed with the cut 
urethra just behind the posterior layer of the tri¬ 
angular ligament. 

The operation is one of great severity, and I 
have not yet come across a case sufficiently well in 
health and in a reasonably early stage to justify my 
attempting this operation. The proper treatment 
of these cases appears to me to be gentle and 
scrupulously aseptic catheterism until this becomes 
too difficult and painful or causes haemorrhage, 
fever, and other ills to which catheter patients are 
liable, however carefully you may drill them. It 
is a fact, however, that many of these patients have 
no difficulty with catheterism to the very end, but 
gradually become more cachectic and emaciated, 
and die without any very terrible distress locally. 

But when the catheter really begins to cause 
great distress my advice to you is to perform a 
carefully-planned supra pubic drainage, which will 
be permanent. To do this only a small incision is 
necessary, through which the bladder is pulled up 
to the abdominal wall and a small incision made 
into it. A stitch is passed through each lip of the 
bladder wound and through the muscles of the 
abdominal wound, thus fixing the bladder to 
the abdominal wall. A No. 12 soft rubber catheter 
of the Pezzer variety—/. e. self-retaining—is placed 
in the bladder. Of course, if there is much cystitis 
present it is necessary to insert a much larger tube— 
say half an inch in diameter—through which irriga¬ 
tion may be practised until the bladder becomes 
clean once more, when the wound may be allowed 
to contract to the No. 12 size. For this permanent 
drainage I have a rubber shield made, from the 
centre of which projects a stiff rubber tube, about 
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one to one and a half inches in length. This tube 
is No. ii in calibre, and the catheter (No. 12), 
being drawn through it, is gripped by it and held 
in position. The shield is fastened to the abdomen 
either by strips of adhesive plaster or by a light 
spring truss arranged to press upon either end. 
A small tap or spring clip controls the outflow of 
urine from the catheter, or, if preferred, the end 
can be carried into a rubber urinal. If properly 
carried out and the tubes well fitted practically no 
leakage occurs, the patient is dry, and the comfort 
and relief from pain of catheterism does much to 
soften the painful end. Perineal drainage should 
never be done in these cases. 

(2) Fibrous Enlargement of the Prostate. 

In fibrous enlargement of the prostate the gland 
is usually very moderate in size, and often goes by 
the name of collar-like enlargement, which very 
aptly illustrates the way in which it compresses the 
urethra. In these cases it is quite a difficult matter 
to force the finger through the ring into the bladder. 
These are the prostates which have been cured by 
the Bottini method of galvano-cautery incisions—a 
method which I am glad to say has obtained no 
foothold amongst British surgeons. For what can 
be done with the galvano-cautery can just as well 
be done by the knife in what appears to me a 
much more surgical manner. 

These prostates can be removed, but not by 
complete supra pubic enucleation. Their removal 
must be effected piece-meal either by the supra¬ 
pubic or perineal route if removal is the operation 
chosen. I prefer in these cases to do a prosta- 
totomy, and find that it gives most excellent results 
if certain precautions are observed. 

The patient is placed in the lithotomy position 
and a median grooved staff is introduced. An 
incision about two inches long is made through 
the perineal raphe, the centre of it being midway 
between the anus and scrotum, and is carried 
down to the staff and the urethra opened upon 
the groove in the anterior part of the incision. 
You will find that the incision into the urethra 
goes through the bulb and does not incise the 
membranous urethra. This is a very important 
point, for you will remember that the membranous 
urethra is surrounded by the compressor urethrae 
muscle, sometimes called the external sphincter of 


the bladder, and this muscle must not be cut, for 
upon it the patient will depend for control of his 
urine after the prostatotomy. 

A director is now run along the groove in the 
staff into the bladder, and the staff is withdrawn. 
The right forefinger is next insinuated into the 
bladder along the director, and you will find that 
the membranous urethra readily dilates to admit 
the finger, but that the prostatic urethra is often 
contracted to such a degree that it really requires 
considerable force to push the finger through it. 
By twisting and pushing with the finger you will, 
however, be able to get into the bladder. 

Now place the forefinger of the left hand in the 
rectum, and between the two forefingers you will 
feel the thickness of the prostatic ring or collar. 
Now split the mucous membrane of the prostatic 
urethra with the right forefinger, and between the 
finger in the rectum and that in the urethra you 
will be able to split the prostatic collar towards the 
rectum to any extent you choose. The splitting 
should be carried on until the entrance to the 
bladder is perfectly loose and free and the finger 
will slide in and out without the slightest resist¬ 
ance. In some cases the collar is so dense that a 
probe-pointed knife is necessary to assist the 
splitting, but if a knife is used be very careful not 
to cut the membranous urethra with it, nor to 
carry the cutting too far towards the rectum. Now 
place in the bladder through the perineal wound a 
large, stiff drainage-tube. I always use one about 
the size of my thumb, and of the kind known as 
Harrison’s perineal tube. It is a very rigid silk- 
web tube and is incompressible. Usually no 
arteries require ligature, and the ' operation is 
completed by the ordinary gauze dressing and 
T bandage. 

This stiff tube should be worn for about a week, 
and a rubber one of somewhat smaller calibre sub¬ 
stituted for it at the end of that time. The rubber 
tube should be worn for at least another week and 
then removed, and the perineal wound allowed to 
heal. 

After removal of the tube a little incontinence is 
usually present, but soon passes off if the com¬ 
pressor urethrae has not been cut. 

I have several cases done five and more 
years ago in which the result has been perfect, and 
who are now able to pass urine naturally and com¬ 
fortably with perfect control. 
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( 3 ) Adenomatous Enlargement of the Prostate . 

We now come to the most common of the new 
growths of the prostate, namely the adenomata, 
which formerly went by the name of “ senile hyper¬ 
trophy of the prostate.” What treatment are you 
to adopt in these cases ? Let me say at the outset 
that in the case of patients who are unfitted by 
some intercurrent disease of the cardio-vascular or 
respiratory system, or in those of feeblfe health 
generally, and those who are in a station in life 
which permits them to take the stringent pre¬ 
cautions necessary, catheterism will ensure them a I 
comfortable existence and not much risk. But in j 
the majority of these cases I believe that complete 
removal of the prostate is the method of choice | 
for treating them, and the risk is different in degree j 
in those cases where the operation is one of ex- ! 
pediency on the one hand and of urgency upon the 
other. Let me illustrate what I mean by urgency 
and expediency respectively. 

A man of sixty or sixty-five comes to you with 
the complaint that for the last year or two he has 
been troubled with increasing frequency of micturi¬ 
tion, that he has to rise at night several times to 
void urine, that his stream of urine is gradually 
getting weaker and more dribbling, and on exa- ; 
mination you find that he has an adenomatous 
prostate and five or six ounces of residual urine. 
The urine, however, is clear, of good specific 
gravity, and with a proper excretion of urea. His 
general health is good, and except for the local j 
trouble he is a sound man. Now this trouble of 
his is not going to improve with drugs or other | 
palliative treatment. It is progressive, and you 
know that in the course of time, unless the pros¬ 
tate is removed, the passing of a catheter at 
regular intervals will be a necessary part of his life. 
The risks of catheter life you all know can be 
summed up in the one word “ infection,” and it is 
but rarely that a patient living a catheter life can 
say that he has not been infected once, twice, or 
many times. The risk to life run by an immediate 
removal of the prostate is not, in my opinion, nearly 
so great as that involved by a catheter life, and re¬ 
moval means a cure. In my experience, if a com¬ 
plete prostatectomy is done in such cases and the 
patient recovers from the operation, the cure is 
complete and permanent. A prostatectomy in 
such a case is an operation of expediency, and the 
mortality from it is extremely low. 
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Turn now to the urgent cases. A patient has 
suffered for some years with prostatic retention and 
has lived a catheter life. Gradually the bladder has 
become infected, haemorrhage has often occurred, a 
chronic cystitis has been present for some time, and 
often, owing to the alkaline nature of the urine, 
vesical stone has formed. Very frequently before 
the catheter was resorted to chronic over-distension 
had existed, and had exerted its deleterious effects 
upon the kidneys. The call for the catheter has 
grown increasingly frequent, and the patient is 
worn and wearied by pain and suffering. A pros¬ 
tatectomy in such a case as this is an operation of 
urgency, and the mortality in these cases is con¬ 
siderably higher than in the former class of case. 

What is such a patient’s chance with catheterism 
and operation respectively ? By careful bladder¬ 
washing, removal of stone, and strict aseptic pre¬ 
cautions the cystitis may be subdued, and the 
I patient’s life rendered more tolerable, but he has 
| no guarantee against a recurrence of these troubles, 

! and in the majority of such cases the end of life is 
very miserable. 

Operation, upon the other hand, means a cure in 
i these cases if the patient survives. Suppose that 
we put the mortality—the immediate operative 
mortality—at even 20 per cent., which, I think, is a 
generous figure, I do not think that the mortality 
from sepsis and its concomitant evils is anything 
like so low, if we leave the patients to their 
catheter lives, and, after all, an 80 per cent, 
chance of cure is worth taking when one is 
suffering severely, and no promise can be given 
that this suffering, even if allayed, will not be 
repeated again and again. If the operation were 
only a palliative one we might hesitate to recom¬ 
mend it, but please remember that if successful 
it is completely curative. 

* Lastly, there are some aged men in whom the 
induction of catheter life has passed off well, who, 
with capacious bladders, need the catheter only two 
or three times at most in twenty-four hours, and 
who sleep all night without disturbance. Many 
of these patients have slight transient troubles. 
Slight attacks of epididymitis, slight and passing 
aggravations of the cystisis, which is usually 
j present—for these patients seldom have a clear 
j ur ine—and occasionally an extra demand for the 
catheter. These patients appear to have an extra- 
| ordinary tolerance of catheterism, and an almost 
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complete immunity from serious forms of septicity. 
We are all familiar with such cases, and I think that 
when we are called upon to advise them, and that is 
usually during one of the slight exacerbations of 
the symptoms which I have mentioned, it is right 
to put the question before them and let them 
decide. I do not think it is our duty to urge 
such cases to submit to operation. 

In the two classes of cases in which I think 
operation is advisable, namely, those where it may 
be termed a prophylatic as well as curative measure, 
and those in which it is an operation of urgency, 
the preliminary treatment is different. It is not 
advisable to keep old people in bed longer than 
we can help, therefore the former class of case 
should be done without any preliminary stay in 
hospital, or nursing home, or in the house. 

When, however, the urine is foul, and serious 
cystitis is present, the success of the operation is 
jeopardised, and preliminary disinfection of the 
bladder is essential, though washing out of the 
bladder for a week or ten days will often sutiice. 
But in some cases it is necessary to do a preliminary 
supra pubic cystotomy—an operation attended with 
very little danger. In accustomed hands the 
patient should not be under anaesthesia more than 
ten minutes, and thorough drainage, the removal 
of calculi, and copious daily irrigation will prepare 
the bladder for the prostatectomy, which should be 
done as soon after as possible. 

The Choice of Operation. 

With regard to the choice of operation great 
diversity of opinion exists. I may express my con¬ 
viction that complete supra-pubic enucleation is 
the best method in almost all cases of adenoma of 
the prostate. But upon the Continent and in the 
United States the perineal route is still far the more 
popular. This lecture is already so long that I 
cannot now enter into a discussion of the different 
methods. Statistics really seem almost worthless. 
To be of any use the cases ought to be grouped 
into different classes according to age, general 
health, infection or cleanliness of the urinary tract, 
and so on. In the records now available, com¬ 
prising many hundred cases, there is no complete 
record of a sufficient number of cases by one 
operator done by the perineal method, and the 
same-number by the same operator done by the 
supra-pubic route. The supra-pubic method is, 
however, gaining favour amongst French surgeons, 
and as they have hitherto used the perineal opera¬ 
tion almost exclusively we shall have records of a 
trustworthy character before long, I hope. In the 
meantime I should estimate the mortality at about 


12 per cent, for the supra-pubic cases, and about 
8 per cent, for the perineal, comparing British and 
French results. The percentage of complete cures 
after the supra-pubic method is far higher than by 
the perineal. In my experience fistulae and incon¬ 
tinence are unknown after supra-pubic prostatec¬ 
tomy, but they are of fairly common occurrence 
after perineal interventions, judging from the foreign 
statistics. 


Conclusions . 

I will conclude, gentlemen, by briefly recapitu¬ 
lating the views I hold upon these new growths of 
the prostate: 

(1) Except in very early cases it is not wise to 
operate upon malignant disease. If operation is 
permissible it must be radical—not an enucleation 
but an excision, and even if life is saved the patient 
will be permanently incontinent. • The risk of 
immediate mortality in these cases is very high. 

(2) There is a small proportion of cases 
where the prostate is interfering with micturition 
where the enlargement is fibrous, and in these 
cases piece-meal excision, either supra-pubic or 
perineal, can be done, but not an enucleation 
entire. In these cases I prefer perineal prosta- 
totomy, and get very good results with very slight 
danger. 

(3) Some few aged men suffering from adeno¬ 
matous enlargement of the prostate show a very 
marked tolerance of catheterism, and live very 
comfortable lives. In these cases interference by 
the surgeon is unnecessary. 

(4) Unfortunately, catheter life in the great 
majority of sufferers has serious dangers and 
discomforts, and for these prostatectomy is by 
far the best method of treatment. It should be 
done at the period of election—namely, when the 
symptoms are becoming marked, but before cystitis, 
infection of the kidneys, and their results have 
placed the patient in a position of danger, and, in 
my opinion, the best method in adenoma of the 
prostate is supra-pubic enucleation. 

(5) The surgeon should not refuse operations to 
cases seriously infected and ill. Their lives are 
sure to be painful and seldom prolonged if operation 
is not resorted to, and, although the mortality is 
higher than in carefully selected cases, it is not 
unduly high. 

Lastly, I hope that, although this lecture has 
only superficially brought the subject before you, 
it has shown you that a good deal of judgment 
and care must be exercised in coming to a decision 
upon any one case, and that neither the man who 
says that all prostates should be operated upon, 
nor he who says that the catheter should always 
be used, has the whole root of the matter in him. 
Surgery is seldom a simple matter like that. If it 
were it would almost cease to be interesting. 

April 15 th m 1907. 
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A LECTURE 


on 

ENURESIS AND RffiCAL INCON¬ 
TINENCE IN CHILDREN. 


By GEORGE F. STILL, M.A., M.D., F.R.C.P., 
Professor of Diseases of Children, Kings’ College, London ; 
Physician for Diseases of Children, Kings' College 
Hospital; Assistant Physician to the Hospital 
for Sick Children, Great Ormond Street. 


Gentlemen, —Amongst the functional disorders 
of childhood, one of the commonest is enuresis, 
and I suppose there is hardly any which causes 
more petty trouble and annoyance to parents and 
shame-faced misery to a sensitive child than this, 
at first sight, trivial complaint. Moreover, though 
so much has been written on enuresis and its treat¬ 
ment, it remains a bugbear to the medical man, 
who knows only too well that, though fortune may 
sometimes favour him, reputation is more often 
lost than won in the treatment of this disorder. 
In many cases enuresis can hardly be said to have 
an onset; the child has never fully acquired that 
higher control of the reflex act of micturition which 
should come about the end of the first year of life. 
Micturition in the new-born infant, as in the foetus 
in utero, is purely a reflex function ; the higher 
centres in the brain only gradually gain control of 
the function so that it becomes subject to the will. 
The contraction of the bladder and the relaxation 
of its sphincter are dependent upon centres in the 
lumbar cord, and for the stimulation of this centre 
under ordinary conditions a certain moderate degree 
of distension of the bladder is requisite. It seems 
clear from the character of the incontinence in 
different cases that the defect in the nervous 
control is not the same in all cases. In some it 
would seem that the chief fault is an undue 
excitability of this lumbar centre, so that the 
accumulation of only a very small quantity of urine 
in the bladder suffices to stimulate the centre to 
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such a degree that the cerebral control is insuffi¬ 
cient to prevent micturition. These are the cases 
in which incontinence is associated with great fre¬ 
quency of micturition, or pollakiuria, as it has been 
called. In other cases the lumbar centre shows no 
undue excitability, but the control by the higher 
centres is unduly weak, so that although it may 
suffice as long as these are actively exerting their 
control, yet directly the higher centres become 
less watchful, so to speak, the spinal centre works 
uncontrolled. These are the common cases in 
which incontinence occurs only during sleep, or 
perhaps also in waking hours if the child happens 
to be absorbed in its play or other occupation. 

But the whole explanation of enuresis is no 
simple matter. I have sometimes wondered 
whether there may not be an afferent rather than 
an efferent or central failure of the nervous 
mechanism in some cases: it seems clear from the 
accounts of some of the older children that some¬ 
times when enuresis occurs in waking hours there 
is no consciousness of the act until the child 
discovers it from the wetness of the underclothing. 
Then, again, what is the meaning of that curious 
and not very rare occurrence, that a child after 
voiding his urine voluntarily into a chamber, will 
sometimes within five minutes pass water involun¬ 
tarily into his clothes; or, as I am sometimes told, 
a child asks for the chamber but is unable to pass 
any urine, and yet almost directly afterwards passes 
urine involuntarily ? Such cases suggest a defect 
of co-ordination like that of the stutterer who 
becomes absolutely speechless in his struggle to 
get a word out, and finally blurts it out with un¬ 
controllable force. Again, there are cases in which 
the trouble seems to be something more than a 
mere disorder of the control of micturition, for not 
only is there frequency of micturition and enuresis, 
but the amount of urine is above the normal, and 
the child complains of thirst—symptoms reminding 
us that the secretion of urine as well as its retention 
in the bladder is under nervous control, and that 
both may be disordered at the same time. 

The controlling function of the higher centres, 
like other functions of the brain—for instance, 
speech—is acquired more slowly by some children 
than by others. Control during waking hours is 
usually acquired before control during sleep. Occa¬ 
sionally an infant can be trained to be clean in his 
habits while awake before he is a year old, but 


control during sleep is seldom acquired until the 
child is at least eighteen months old, and is usually 
imperfect and dependent upon very constant care 
on the part of the nurse until the age of two years. 
The persistence of bed-wetting, and even more of 
incontinence when the child is awake, after the 
age of two and a half years, in spite of careful train¬ 
ing, may be regarded as abnormal and described as 
enuresis. 

Boys and girls seem to be equally subject to this 
disorder; of 200 cases under my own care 102 
were boys, 98 were girls. Enuresis is a persistence 
of the infantile condition as frequently as it is an 
acquired disorder; in 142 cases in which this point 
was noted the incontinence dated from birth in 67 
cases, and was said to have begun at some time 
after infancy in 75 cases. 

Where enuresis is an acquired disorder it very 
rarely begins later than the end of the ninth year. 
In 60 per cent, of these cases the onset is between 
the ages of five and eight years—that is to say, 
about the time when the second dentition begins, 
a period in which children would appear to be 
particularly liable to certain functional nervous 
disorders, if we may judge from the similar age- 
incidence of stuttering and habit spasm. 

As control during sleep is acquired later than 
control during waking hours so it is the earlier lost; 
and, as might be expected, it is very rare to find 
enuresis during waking hours if there is not also 
enuresis during sleep; this occurred only in 4 per 
cent, of my cases, whereas the reverse condition of 
incontinence during sleep without enuresis when 
the child is awake is the commonest occurrence; 
it was noted in 52 per cent. In 44 per cent, the 
enuresis was both when the child was asleep and 
when he was awake. I have referred to sleeping 
and waking rather than to night and day, for the 
diurnal enuresis in some cases is only when the 
child happens to fall asleep in the daytime; and 
this is a point of some interest in regard to the 
etiology of nocturnal incontinence, for some 
writers have laid stress on the concentration and 
acidity of the urine during the fasting hours of 
sleep as accounting for the incontinence at night, 
whereas the fact that some children, when they fall 
asleep in the daytime, even for half an hour, suffer 
with enuresis, seems to show that, at any rate in 
these cases, it is the lessening of cerebral control 
by sleep rather than any special character of the 
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urine which causes the incontinence to occur 
specially in the night. 

When there is enuresis at night only there is 
sometimes exaggerated frequency of micturition by 
day, and this frequency of micturition, evidently 
indicating some undue excitability of the spinal 
centres, is not very uncommon in children apart 
from enuresis altogether. I wish to lay some stress 
on this pollakiuria, as it has been called, occurring 
without incontinence; for its near relationship to 
enuresis does not seem to be generally recognised. 
There are, of course, cases in which some irritating 
quality in the urine, such as the presence of uric 
acid granules, or oxalates, or bacterial contamina¬ 
tion, are sufficient cause for frequent micturition, 
but the cases to which I refer are those in which 
the urine is perfectly normal, and it seems clear 
that the condition is purely a nervous one; moreover, 
it is amenable to exactly the same sedative treat¬ 
ment as ordinary enuresis, particularly to bella¬ 
donna and its allies. 

Diseases, like men, are often known by the 
company they keep, and the nervous character of 
enuresis is more than hinted at by many of its 
clinical associations. I suppose that quite the 
commonest association is the presence of thread¬ 
worms in the child with enuresis. How often one 
hears that the child who has recently begun to wet 
the bed has been going thin lately, and has become 
“so nervous,” and worms have been found in the 
stools ! But what is the connection between thread¬ 
worms and enuresis ? At first sight the traditional 
explanation that the local irritation in the rectum 
causes the involuntary emptying of the bladder 
seems likely enough; but I think this is certainly 
not the whole explanation. One of the results of 
the presence of threadworms is a general increase 
of nervous instability, an increase which is often so 
striking that some have even suspected that it may 
be due to some special poison produced by these 
worms; it is evident from other associations that 
nervous instability, however produced, is a potent 
factor in the causation of enuresis, and it is 
probable, therefore, that the effect of worms is due, 
at least in part, to their general influence upon the 
nervous system. Certainly, whether they have 
worms or not, the children who suffer with enuresis 
are commonly the nervous children. They are 
unduly excitable or excessively timid ; they suffer 
with “ nervous ” headaches easily ; often they have 


night-terrors; occasionally they walk in their sleep. 
Several times I have seen enuresis with habit spasm 
of face or limbs. I have also seen it associated 
with that curious nervous disorder which is perhaps 
best known as “ nervous diarrhoea,” the condition 
in which each meal causes forthwith an urgent 
desire to defaecate, although the stools may not be 
loose at all. Incontinence of faeces also, a dis¬ 
order which perhaps even more constantly than 
enuresis is linked with nervous instability, is occa¬ 
sionally associated with enuresis. Stuttering is 
another nervous disorder which sometimes keeps 
company with enuresis—a fact which lends support 
to the idea that a similar defect of coordination 
may occasionally underlie enuresis. I have also 
noted occasionally a history of convulsions at some 
former period in these children, an occurrence 
which probably foreshadows, in some cases, a 
tendency to nervous instability. 

Another association which may be more than a 
coincidence is the occurrence of enuresis in rheu¬ 
matic children : the rheumatic child, as we all 
know, is peculiarly apt to be a nervous child, and 
herein may be the connection with enuresis; 
certainly I have noted this association sufficiently 
frequently (11 times in the 200 cases mentioned) to 
make me always watchful for rheumatism in the 
child with enuresis. This point was impressed 
upon me some years ago by the case of a boy, set. 
7 years, who was brought for enuresis. I found 
nothing else abnormal and treated the boy, not 
very successfully, for several months, when he 
made some complaint which made me re-examine 
his chest, and I found to my surprise that quite 
insidiously he had developed well-marked mitral 
disease, which was soon accompanied by other 
evidence of rheumatism. 

Fright is occasionally the starting-point of 
enuresis, as it is apt to be of other functional 
nervous disorders in children: a boy, set. 4} years, 
bitten by another boy, seemed much frightened, 
became extremely timid, complained of headaches, 
and a week later began wetting the bed, and a few 
weeks later developed a habit-spasm. 

In a few cases I have been told that a boy with 
enuresis was given to masturbation, and it seems 
likely there may be some connection between this 
and enuresis, if not by any local effect, certainly 
by the increased nervous irritability which so often 
accompanies masturbation, and partly by the 
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impairment of general health which sometimes 
results therefrom. 

* The general health of a child often plays a large 
part in the production of enuresis. Control may 
be perfect so long as the child is in good health, 
but directly any upset occurs, perhaps a slight 
failure in digestion or a “ cold,” he begins to wet the 
bed ; it is by no means uncommon for the onset 
of enuresis to date from some acute illness ; I have 
noted its onset after most of the specific fevers. 

I have emphasised the close relationship be¬ 
tween enuresis and many of the common nervous 
disorders of children in order to bring into 
prominence the fact that incontinence of urine in 
children is often, perhaps usually, not merely a 
local disorder; it is a manifestation of general 
nervous instability, either temporary or perma¬ 
nent. 

Nevertheless local causes may play some part in 
its production. It is obvious that if the nervous 
mechanism is barely sufficient to control micturi¬ 
tion when the stimulus is only of normal degree, 
it is likely to fail if the stimulus be increased, as it 
may be by some irritating quality of the urine. It 
is customary to make much of excessive acidity 
of the urine as a cause of enuresis. Now, with¬ 
out disputing the occasional part played by such 
acidity, I venture to think that it is a very 
exceptional cause, and that excessive acidity is 
often asserted where there is no evidence what¬ 
ever that the acidity found is anything more than 
a transient occurrence, which could not account 
for the persistent enuresis. The passage of uric 
acid sand or of oxalates no doubt plays a part 
occasionally; but, again, I doubt whether much 
stress can be laid on these unless they are almost 
of daily occurrence. Sometimes quite unexpectedly 
pyuria will be found with enuresis, indicating some 
cystitis which may be the cause of the inconti¬ 
nence, but this order of sequence must not be 
assumed too hastily. I have little doubt that in 
girls the cystitis is sometimes not the cause, but 
the result, of the enuresis ; it has seemed clear that 
enuresis was present long before the cystitis, and 
the underclothing constantly foul with decompos¬ 
ing urine has been a source of infection upwards 
through the urethra. Frequent change of under¬ 
clothing has proved beneficial both in the treat¬ 
ment of the cystitis and in the prevention of its 
recurrence. 


Dr. H. Thursfield has pointed out that some¬ 
times without any evidence of cystitis bacteria 
swarm in the urine in cases of enuresis—a point of 
practical importance if the treatment with urotropin, 
which he recommends, proves to be successful. 

In the examination of the urine there are other 
possibilities to be borne in mind, rare though they 
may be. Twice I have had boys brought to me 
with enuresis when the urine showed abundant 
sugar and the disease proved to be diabetes 
mellitus. In another case, where the enuresis was 
associated with great thirst and polyuria, the con¬ 
dition proved to be diabetes insipidus (in a boy, aet. 
3 years, passing about eight pints of urine per diem 
with a specific gravity of iooo). The enuresis in 
the latter disease seems to show that failure of 
control of the bladder may be due rather to the 
rapid filling of the bladder than to any irritating 
quality in the urine; and in some children without 
any morbid excess of urine it seems evident that 
so long as the bladder fills but slowly the urine can 
be retained perfectly, whereas when the bladder 
fills more quickly it becomes intolerant and enuresis 
occurs. For this reason, many children are more 
or less free from enuresis in' hot weather in spite 
of the concentration of the urine which occurs 
then, whereas in cold weather, when the skin is 
excreting less and the kidneys more, the enuresis 
returns or becomes worse. 

Prognosis .—The outlook in enuresis is usually 
good; it is a disorder which is very prone to re¬ 
lapse, but it rarely persists even as late as puberty, 
and extremely rarely into adult life, and even then 
I have known it to cease on marriage. Incon¬ 
tinence by day generally responds to treatment 
much more readily than nocturnal incontinence, 
and I have thought that the cases with much fre¬ 
quency of micturition, with or without enuresis, 
are usually favourable cases for treatment. But 
each case is a law unto itself; sometimes after re¬ 
sisting treatment for many weeks the enuresis will 
suddenly cease without apparent cause—perhaps 
after all treatment has been abandoned. In some 
cases a few doses of belladonna will effect a per¬ 
manent cure, while in others, apparently no worse, 
no drug of any sort seems to have the least effect. 
We may well be cautious, therefore, in our praise 
of this or that mode of treatment, and must not 
too readily take credit for recoveries which may be 
nothing more than Fortune’s testimonials. 


Digitized by 


Google 



The Clinical Journal.] 


DR. STILL. 


[April 24,1907. 21 


• Treatment. 

It is undoubtedly true that Nature, left to herself, 
gradually works a cure in many cases of enuresis 
and probably would do so in many more if no 
effort were made to cure them otherwise. But 
this seems to me no justification for shirking the 
risk of failure in treatment and assuring the parents 
that there is no need to adopt any medical treat¬ 
ment, for the child “ will grow out of it.’* Such 
a course means months or years of trouble and 
expense to parents, and of discomfort and misery 
to the child—often quite unnecessarily; and it seems 
only right, therefore, that a thorough course of 
treatment should be tried in every case before such 
a policy of despair is adopted. 

Failure in treatment is too often due to half¬ 
hearted measures—a bpttle or two of medicine has 
been given in a desultory way from time to time, 
but no settled course of treatment has been 
thoroughly tried. Often the fault lies rather with 
the parents than with the doctor; they will not give 
the opportunity for a course of treatment, which 
must necessarily extend over several weeks — 
perhaps over two or three months; and unless this 
is clearly understood at the outset the result is 
likely to be only disappointment for all con¬ 
cerned. 

Before deciding on the mode of treatment the 
urine will have been examined, and I must confess 
that my own experience has been that, although 
occasionally some abnormality may be found in 
the urine, m the vast majority of cases the urine is 
perfectly normal and gives no guidance whatever. 
Occasionally a concentrated acid urine may call 
for the use of potassium citrate; the presence of 
uric acid crystals may be met by cutting down 
the carbohydrates as far as practicable—a measure 
which I believe to be more useful in such cases 
than cutting off meat and other nitrogenous food, 
as is usually done; or again, the presence of pus 
or bacteria in the urine may indicate the need for 
urotropin, which can be given to a child of about 
five years in doses of 4 to 5 grains three times a 
day. 

Far more often an important indication for 
treatment is found in the presence of thread-worms, 
and I think it is often wise even when their 
presence is denied to give one dose of santonin 
gr. i-ij with calomel gr. j-i£ according to the age 


to make this point certain, for there is little chance 
of stopping enuresis whilst worms are present. 

In the majority of cases, however, no exciting 
cause offers itself for treatment, and then nothing 
is more generally useful than the time-honoured 
belladonna. But to obtain the best results from 
belladonna it must be given on a definite plan, and 
for a period of several weeks. The random bottle 
of belladonna is responsible for much discredit in 
the treatment of enuresis. The parents should be 
given to understand at the outset that the drug is a 
potent one, and that the child must be seen at 
intervals of a few days by the doctor in order that 
the dosage may be carefully increased as the child 
is able to tolerate it. If this is clearly understood 
there is some hope of doing good with bella¬ 
donna. 

Many failures are due to the use of doses which 
are far too small. I have seen cases given up 
as incurable in which no more than 5 v\ of 
the tincture three times a day had been tried. 
Children usually tolerate belladonna well, and at 
any period beyond infancy 5 of the tinc¬ 
ture should only be considered as an initial dose. 
If the parents are intelligent and are forewarned of 
the possible toxic symptoms, it is usually safe to 
begin with 10 1T[ for a child over five years of 
age. The dose should be increased by 2$ 1R 
every fifth or sixth day until either the enuresis is 
stopped or the limit of tolerance is reached. 

If the enuresis is controlled, say by 17! l)[ three 
times a day, it is well to “ make assurance doubly 
sur£ ” by pushing the dose slightly further by an 
additional 2\ V{, if tolerance allows. The dose 
should be maintained at this level, just beyond the 
minimum efficient dose, for a fortnight, and then 
reduced by decreases of 2\ once a week and 
so gradually discontinued. 

A word of caution with regard to belladonna: 
children, like adults, have their idiosyncrasies 
to drugs, and while some will tolerate 30 of the 
tincture of belladonna three times a day, I have 
occasionally met with marked intolerance even of 
so small a dose as 5 n\. Another caution which 
applies especially to such a drug as this: see that 
the dose is measured with a medicine glass, not 
with a spoon; the domestic teaspoon will often 
hold 2 5, sometimes as much as 3 5. Nor is even 
a medicine glass necessarily reliable if it be one 
of the cheap measures which are often used. I 
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found in one case that a drachm dose measured by 
a cheap medicine glass was actually 2 5, and 
smaller errors were found to be quite common. 

There are many cases in which, after the bella¬ 
donna has been pushed up to 17! or 20 v\ with 
decided diminution of the enuresis, the disorder is 
still not completely controlled, and yet any further 
increase of the belladonna produces toxic symptoms 
which are sufficient at any rate to alarm the 
parents. Under these circumstances a useful 
procedure is to keep the belladonna at the top¬ 
most dose which is well tolerated, and to combine 
with it tincture of lycopodium, 12^ V\ at first with 
increases of 2^ 1^ as may be required. A child 
will usually take 20 m of this drug without ill-effect, 
sometimes more, and certainly in some cases with 
most gratifying result. 

The liquor atropinae has been recommended by 
some as more effectual than the tincture of bella¬ 
donna, but it must be remembered that in respect 
of alkaloids 1 n\ of the liquor atropinae is equiva¬ 
lent to 20 VI of the tincture of belladonna; and I sus¬ 
pect that the supposed greater efficacy of the atropine 
solution is due to the fact that a stronger dose is 
used rather than to any intrinsic difference between 
the two drugs. It is, however, possible that some 
difference in the action of these two drugs may 
exist, if the tincture of belladonna contains, as is 
said, hyoscyamine and little or no atropine. I 
have used the liquor atropinae and seen good 
results from it, using it in increasing doses, and 
commencing with but toxic results are apt to 
occur when 1 v\ is reached; and on the whole it 
has seemed to me less convenient for manipulation 
of the dosage than the belladonna tincture, without 
any compensatory advantage. With either drug 
the occurrence of dryness of the throat, which 
children sometimes describe as “ sore throat,” or 
much flushing, or complaint of dimness of vision, 
and even more, any indication of delirium, make 
it advisable to reduce the dose just sufficiently to 
avoid these symptoms. 

As an addition to the belladonna and lycopo¬ 
dium, whether these are used together or separately, 
nux vomica is undoubtedly helpful; some, indeed, 
use nux vomica alone and find it effectual. The 
tincture of nux vomica should be used in large 
doses — for instance, 5 v\ for a child set. 5 
years. Occasionally potassium bromide or phena- 
zone will succeed where belladonna has failed; 


I have tried in vain to find any feature in the case 
which might indicate when these are likely to be 
useful; one might have thought that a high degree 
of “ nervousness ” would be an indication, but this 
apparently forms no reliable gauge, and success 
may be obtained with them where least expected. 
Another drug, which will sometimes succeed where 
belladonna fails, is the fluid extract of rhus 
aromatica. The dosage is much the same as that 
of the tincture of belladonna. Ten minims three 
times a day may be given to a child set. 5 years, 
and the dose can be increased gradually up to 20 
or 25 Hi, but I have known it to produce sickness 
when a 15 Dl dose was reached. Like bella¬ 
donna this drug will sometimes stop the enuresis 
almost at once, in other cases it fails com¬ 
pletely. In a boy, set. 7 years, to whom I had 
given tincture of belladonna in doses gradually 
increased up to 20 three times a day with¬ 
out success, the fluid extract of rhus aromatica, 
12 V\ 3 times a day, stopped the enuresis at 
once. In a girl, set. 7 years, who had had enuresis 
three weeks, the enuresis ceased permanently after 
a weeks’ treatment with fluid extract of rhus 
aromatica, 20 three times a day. 

Excellent results also have followed the use of 
ergot in some cases which I had found most in¬ 
tractable with other drugs. To a child set. 5 years 
20 V\ of the liquid extract can be given three 
times a day, and for an older child 30 in. is a 
suitable dose. I usually combine nux vomica 
with it. 

At one time I used the liquid extract of salix 
nigra extensively, having found it useful in cases 
of masturbation, and arguing that it might, there¬ 
fore, have some sedative effect on the spinal 
centres which would be of value in enuresis; the 
results, however, did not justify my hopes. 

Turning now from the drug treatment to other 
measures, let me utter a word of protest against 
certain procedures which have been advocated in 
recent years. We are told that good results have 
followed the application of silver nitrate to the 
urethra or to the neck of the bladder; that a course 
of massage of the sphincter of the bladder by a 
finger in the rectum has also done good; that 
injection of various fluids into the sacral portion 
of the spinal canal, or even into the tissues outside 
the canal, has cured this disorder. 

I do not doubt the sequence, but I do doubt 
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very gravely the desirability of any such measures, 
some of which not only savour of quackery, but 
involve a totally unnecessary infliction of distress 
and pain. It is clear that in enuresis, as in other 
functional nervous disorders, there is a large psy¬ 
chical element, and as these disorders may some¬ 
times be induced so also they may sometimes be 
stopped by any profound psychical impression; 
hence enuresis will sometimes cease after any 
surgical operation, just as as it will cease sometimes 
after smart corporal punishment. The latter mode 
of treatment is generally condemned, and rightly 
so, for even if it were often successful—and it is 
as likely to do harm as to do good—it would still 
be liable to serious abuse, and, as everyone knows, 
has led to gross cruelty. The manipulative and 
surgical procedures to which I have alluded are 
certainly quite unnecessary in the vast majority of 
cases, and if the disorder be so obstinate that it is 
advisable to try the effect of psychical impression 
a much less objectionable method is the applica¬ 
tion of the galvanic current, one pole over the 
sacrum and one over the pubes, a mode of treat¬ 
ment which is not only free from danger, but is 
also said to be effectual in some cases. 

In this connection I must mention two operations 
which are sometimes recommended as if they were 
almost a specific in the treatment of enuresis, 
namely, removal of adenoids and circumcision. 
It seems likely enough that the child whose health 
is being impaired by chronic starvation of air, 
through naso-pharyngeal obstruction, may have 
not only his general health but also his nervous 
stability, and therewith his control of micturition, 
improved by removal of adenoids. But even 
this I cannot affirm from my own experience, and 
I suspect that when cessation of enuresis follows 
removal of adenoids, it may be due simply to 
psychical impression, and that any other operation 
would have done equally well. I have known 
most intractable enuresis stop the very night after 
removal of adenoids, but within a few weeks it was 
as bad as ever again—surely an instance of profound 
psychical impression. Again and again I have 
known adenoids removed without the least effect 
on enuresis. I have sometimes, as a matter of 
interest, treated enuresis by drugs with success 
before adenoids were removed, in order to demon¬ 
strate the curability of the disorder apart from any 
operation on adenoids. Circumcision similarly has 


usually no beneficial effect whatever on enuresis. 

I have even known enuresis apparently started by 
circumcision, and I have known it to become 
worse after circumcision; but I doubt not that the 
boy who is cured by the pain or nervous shock of 
corporal punishment, might be cured equally well 
—or rather, equally badly—by the psychical im¬ 
pression produced by circumcision. 

Lastly, I must refer to the general management 
of these cases. It is, I think, seldom necessary to 
restrict greatly the amount of fluid which the child 
may take in the forenoon, but during the latter half 
of the day it should be limited, especially at the 
last meal, and after this none should be allowed. 
Tea and coffee are to be forbidden altogether, 
partly on account of their diuretic effect and partly 
because of their exciting effect upon the nervous 
system. In most cases I do not think there is 
much to be gained by any rigorous dieting, but 
where there is—as is so exceedingly common in 
children—difficulty in digesting carbohydrates, or 
a condition of intestinal catarrh, such as Dr. 
Eustace Smith has called “ mucous disease,” I am 
satisfied that the reduction of starch and sugar, and 
especially the exclusion of potato and raw fruit, 
are decidedly helpful. 

The general health of the child is of great im¬ 
portance. Some children only wet the bed when 
out of health from any cause and a change of air 
at the seaside may do more than any medicine. 
But this introduces another point, which illustrates 
the effect of psychical impression in this disorder, 
the cessation of enuresis often in a strange environ¬ 
ment; many cases which are treated with little or no 
success as hospital out-patients, cease entirely from 
wetting the bed when they are admitted to the un¬ 
familiar surroundings of a hospital ward; a similar 
result sometimes attends a holiday sojourn with 
strangers, but in both cases there is apt to be re¬ 
lapse on return to the old surroundings, or as the 
novelty wears off. 

The effect of school on these children is worth 
considering. Schooling, if it entails worry and 
mental strain, seems to perpetuate the enuresis in 
some cases. Boarding school has seemed to me 
most unsuitable for them on every ground: if the 
child’s weakness is cause of ridicule at a school, 
whether from teachers or school-fellows, the sooner 
the child is removed from that school the better; 
in hospital practice one hears too often that a 
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child has asked the teacher for permission to leave 
the room and has been refused, and consequently 
has wetted his clothes. In such cases it is not the 
child but the teacher who ought to be ashamed of 
himself, and parents should be advised to take 
steps to prevent ill-treatment of this kind. 

Incontinence of F/eces. 

Incontinence of faeces, that is, apart from organic 
nervous disease and mental deficiency, is much less 
common than incontinence of urine, but is near 
akin to it, and sometimes associated with it. So 
far as my own experience goes, boys would seem to 
be much more liable to it than girls ; out of 20 con¬ 
secutive cases 16 were boys, only 4 were girls. 
Like enuresis it may be a persistence of the infan¬ 
tile lack of voluntary control, or may be an acquired 
disorder; in 13 out of 19 cases, in which I ascer¬ 
tained this point, the incontinence was acquired, 
and in 9 of these the onset was between the ages 
of six and nine years. It was associated with 
enuresis in 13 out of the 20 cases ; but even when 
this is so the faecal incontinence is usually by day 
only, whereas the enuresis, if it be not both in day 
and night, is in the night only. 

In the aetiology of faecal incontinence nervous 
instability plays at least as large a part as in 
enuresis; almost all the children with this dis¬ 
order are highly “nervous” children, and often 
show other manifestations of their nervous tempera¬ 
ment, such as night terrors, insomnia, stuttering, 
habit-spasm, and I have seen it, like enuresis, 
associated with rheumatism. 

But, as in urinary incontinence, there is often a 
local exciting cause in some abnormal condition of 
the intestinal contents; the stools, without being 
actually diarrhceal, are abnormally offensive, or 
slimy, or perhaps fermenting ; the bowels, in some 
cases, are open two or three times a day, and most 
often are inclined to be loose, but there may be no 
looseness whatever. The bowels in some of my cases 
were only open once a day, and sometimes the 
stools were of constipated character. 

I have mentioned the frequency of micturition 
which sometimes accompanies, and sometimes 
occurs, altogether apart from enuresis. It has 
seemed to me that there is a very similar condi¬ 
tion related to faecal continence, namely, the so- 
called “ nervous diarrhoea ” or “ lienteric diarrhoea ” 
—misleading names, for the stools are not neces¬ 


sarily loose at all; the only characteristic feature is 
urgency of defaecation directly a meal is taken ; the 
presence of food in the intestine seems to excite 
an expulsive effort at once, just as the presence of 
a very small quantity of urine in the bladder excites 
micturition in the cases of so-called “ pollakiuria.” 

This nervous disorder of the bowels, though 
usually found apart from incontinence of any 
sort, is associated in some cases with faecal, and 
in others with urinary, incontinence; moreover, 
its affinity for both these disorders is suggested 
by its frequent association with those manifesta¬ 
tions of nervous temperament which I have 
mentioned as frequent with urinary and faecal 
incontinence. It is readily amenable also to the 
same treatment as is required for incontinence 
of faeces. 

This incontinence is much more easily checked 
than is enuresis; indeed, in the majority of cases, 
even when it has been present for weeks, a few 
days’ treatment will set it right. There is, however, 
a tendency to relapses, which may occur more 
than once after several months of perfect control. 

The most effectual treatment, in my experience, 
is the administration of Dover’s powder, in doses 
of 11 to 3 gr. three times a day, according to the 
age of the child, and a mixture of belladonna with 
potassium bromide, to which arsenic and nux 
vomica may usefully be added in some cases. At 
the same time all food likely to irritate the bowel, 
especially fruit, fresh or dried, must be prohibited; 
and all drink should be given either cold or only 
just warm. The injection of drugs into the tissues 
about the rectum, as has been done, seems to me 
to be an entirely unnecessary infliction of pain. 

April 22 nd , 1907. 


Treatment of Haemorrhoids with Carbolized 
Glycerin. —Vullier uses a 60 or 80 per cent, solu¬ 
tion and injects the fluid at the base of each hae- 
morrhoidal nodule, guided by the finger in the 
anus. A Pravaz syringe is used, and one or two 
drops are injected into the base of each nodule. 
The patient should be under the influence of an 
anaesthetic to complete relaxation, and the sphincter 
should be stretched slowly with the thumbs bent 
at right angles. The nodules swell and turn a 
colour that is apt to alarm the physician the first 
time, but there is nothing to fear. The patient 
has to stay in bed for from three to five days as 
the nodules gradually shrivel.— Journ. A . M. A ., 
vol. xlviii, No. 13. 
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SOME AFTER-RESULTS OF OPERATIONS 
ON THE STOMACH * 

By HERBERT J. PATERSON, M.A., M.B., 
B.C.Cantab., F.R.C.S., 

Hunterian Professor Royal College of Surgeons, 
and Assistant Surgeon to the London 
Temperance Hospital. 


Gentlemen,— It has fallen to my lot during the 
past few years to have operated on a considerable 
number of patients suffering from various forms of 
gastric disease, and I have asked some of those 
who have been patients in this hospital to attend 
this afternoon, so that you may see their present 
condition, and by questioning them ascertain to 
what extent they have been benefited by surgical 
treatment, and so judge for yourselves what after¬ 
results may be expected from the various operations 
performed on the stomach. As yet our accumu¬ 
lated knowledge as to the late results of these 
operations is small. Statistics as to the mortality 
from gastric operations we have in abundance. 
Important as these are, the test of an opera¬ 
tion is not merely the lowness of its mortality 
but the immediate and remote benefits which 
accrue to the patient. For this reason I believe 
that you will be interested in the cases which I 
have to show to you this afternoon. , I may mention 
that I have requested the attendance only of those 
patients who live in the immediate neighbourhood 
of the hospital. The propinquity of the patient 
is the only factor which has influenced my selection 
of cases for this demonstration. 

The first patient I have to show to you is a 
woman, aet. 46 years, who was admitted into the 
hospital in April, 1905, under the care of Dr. 
Soltau Fenwick. She gave a history of pain after 
food of four or five years’ duration. For several 
months previous to admission the pain had become 
worse, and had been accompanied by vomiting, 
constipation, and loss of flesh. On examination 
a hard, round, movable, insensitive swelling was 
felt near the middle line of the abdomen above 
the umbilicus. Careful observation coupled with 
repeated examinations of the gastric contents, 
which showed a greatly diminished total acidity, 
presence of much lactic acid, and absence of free 

• A demonstration given at the London Temperance 
Hospital. 


hydrochloric acid, led to a diagnosis of gastric 
I cancer. 

, On opening the abdomen I found a hard, nodular 
growth involving the pylorus and adjacent portions 
of the stomach and duodenum. I performed 
anterior gastro-jejunostomy at the extreme cardiac 
end of the stomach, and then removed two-thirds 
of the stomach, including the whole of the lesser 
curvature and also nearly the whole of the first 
portion of the duodenum. Posteriorly the growth 
had invaded the pancreas so that it was necessary 
to remove a small section of the anterior surface 
1 of that viscus. Microscopically the growth was 
a spheroidal-celled carcinoma. You see that the 
patient now looks in perfect health; she has regained 
her normal weight, has had no vomiting since she 
left the hospital, and says that “ she feels as well 
as she ever did in her life.” Her only trouble is 
that she cannot take very big meals, but she takes 
ordinary food, and digests anything. 

A point of importance to which I would especi¬ 
ally direct your attention is that during the time 
this patient was in hospital previous to operation 
she gained six pounds in weight as the result of 
careful dieting and rest in bed. This increase in 
weight is not incompatible with cancer of the 
stomach. I emphasise this because I fear it is 
true that in not a few instances the improvement 
which follows careful dieting in cases of early 
gastric cancer leads to postponement of operation 
until it is too late to hope for a successful issue. 
To obtain satisfactory results we must operate 
while the barometer of life is rising; when once 
the patient has commenced to decline steadily in 
weight the propect of ultimate cure is greatly 
diminished. 

The next patient whom I have to show you is 
also one upon whom operation was performed for 
cancer of the stomach. He is 60 years of age, and 
was an in-patient under Dr. Fenwick in January of 
last year. Six months before admission he began 
to vomit, at first once a week, but later on daily. 
Dieting had no influence on the vomiting. He 
suffered little or no pain, but lost two stone two 
pounds in weight in the course of three months. 
On admission the patient looked in good health, 
was well-nourished, and of a florid complexion, 
and weighed eleven stone three pounds. His 
stomach was dilated, reaching below the level of 
the umbilicus, but no lump was felt. His vomit- 


Digitized by 


Google 



26 The Clinical Journal. ] 


MR. PATERSON. 


[April 24,1907. 


ing was relieved by daily lavage, but repeated 
examination of the gastric contents showed con¬ 
stant and marked diminution of the total acidity, 
and abscence of free hydrochloric acid. These 
signs, in conjunction with the clinical symptoms, 
led to a diagnosis of gastric cancer, and operation 
was advised. 

On January 5th, 1906, I opened the abdomen 
and found a densely hard mass at the pylorus, and 
extending for some distance along the first portion 
of the duodenum. Anterior gastro-jejunostomy 
was performed at the extreme cardiac end of the 
stomach, and the pyloric two thirds of that organ, 
including the whole of the lesser curvature, was 
removed, together with the first portion of the 
duodenum. Owing to the depth of the wound it 
was impossible to suture the blind end of the 
duodenum, so a tube was inserted into it and 
packed around with gauze. Microscopically the 
growth proved to be a spheroidal-celled carcinoma. 

The patient made an uninterrupted recovery, 
and, as you see, now looks in perfect health. He 
can eat and digest anything, has gained two stone 
in weight, has never had a day’s illness since he 
left the hospital, and is able to follow his usual 
employment. 

These two cases illustrate the fact that in its 
early stage cancer of the stomach is a local disease, 
and consequently, if operation be performed before 
there is extensive glandular infection, the results 
are often highly satisfactory. It is, of course, by 
no means certain that either patient is cured, but 
at any rate the life of the first patient has already 
been prolonged for at least eighteen months, and 
further, during this time she has been absolutely 
well and able to attend to her household duties, 
and there is a reasonable probability that she may 
yet live for many years. You will remember that 
I told you that the first patient had, on admission, 
a palpable abdominal swelling. A cancer of the 
stomach which is plainly felt usually indicates 
extensive glandular infection, and often that the 
growth has become adherent to, and has involved, 
neighbouring structures. Even under these cir¬ 
cumstances complete removal is sometimes prac¬ 
ticable. Our aim, however, should be to make a 
diagnosis and operate before there is any swelling 
to be felt, as was done in the second patient whom 
you have seen. Operation in the first case was 
fraught with much greater risk than in the second 


case, owing to the fact that the pancreas was partly 
involved in the growth. In the second case there 
was no palpable tumour, and the growth wus quite 
localised and free from adhesions. 

You will have noticed that, although the growth 
in both these cases was limited to the pyloric end 
of the stomach, I removed the whole of the lesser 
curvature. Cuneo has pointed out the tendency 
of carcinoma to spread towards the lesser curvature, 
and that, as the lymph-current in this situation is 
from right to left, it is important to make the sec¬ 
tion as far to the left as possible. Gastric carci¬ 
noma is not an exception to our experience of 
operation for cancer in other regions, that the 
more radical the operation the better are the 
ultimate results. Even in cases in which the 
growth is limited to the pylorus, at least two thirds 
of the stomach should be removed, including the 
whole of the lesser curvature. The extensive 
involvement of the duodenum which was present 
in the two patients whom you have seen is excep¬ 
tional, and necessitated a more extensive operation 
than is usually necessary. As a rule the section 
through the duodenum can be made about one 
inch beyond the pylorus. 

I trust that these cases will lead you to take a 
more optimistic view as to operation for gastric 
cancer. Until a few years back the immediate mor 
tality from the operation was such as to raise grave 
doubts as to the propriety of advising operation, 
but now, thanks to improved surgical technique, 
great advance has been made, so much so that the 
statistics of the most recent text-books do not give 
an adequate indication of the success attending 
gastric operations at the present time. In skilled 
hands the mortality from partial gastectomy is, 
to-day, certainly not greater than 15 per cent., a risk 
which, in my opinion, is sufficiently low to justify 
us in advising patients who are otherwise doomed 
to certain death, to avail themselves of the hope 
which surgery alone can offer. 

I will now show to you some patients upon 
whom I operated for benign gastric disease. The 
first of these is a man, set. 55 years, who wras 
admitted into the hospital in October, 1902, with 
a severe attack of gastric tetany. For six weeks 
before admission he had suffered from attacks of 
vomiting every two or three days, accompanied by 
severe pain. The tetanic attack lasted for six 
hours after admission, every muscle in his neck 
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trunk, and limbs, being in a state of rigid contrac¬ 
tion ; his temperature rose to 1028 0 F., and he was 
unconscious. A few days later the patient had 
another, but slighter, attack. His stomach was 
greatly dilated and the vomit contained excess of 
volatile acids. Dr. Fenwick diagnosed simple 
pyloric stenosis and asked me to see him with a 
view to performing gastro-jejunostomy. The 
patient greatly dreaded another attack, and was 
most anxious that something should be done for 
him. 

Accordingly I opened the abdomen, and found 
the pylorus bound down by adhesions, and puckered 
by the scar of an old ulcer on its upper surface. 
The stomach was opened and exploration of the 
pylorus from within revealed a stricture which 
would just admit a No. 3 catheter. Anterior 
gastro-jejunostomy was performed and the patient 
made a speedy recovery. He will now tell you 
that he is in perfect health, has never had a day’s 
illness since the operation four and a half years ago. 
He can eat and digest anything. When he left the 
hospital he weighed five stone three pounds, he now 
weighs eight stone thirteen pounds, which is about 
his normal weight. This case is of further interest 
as it is the first in England in which gastro-jejunos¬ 
tomy was suggested and performed for gastric 
tetany. In Scotland, Mr. Caird, of Edinburgh, had 
a few months earlier performed gastro-jejunostomy 
in a similar case, but it was not reported until a 
later date,* so that when Dr. Fenwick suggested 
gastro-jejunostomy in this case he was unaware 
that this operation had previously been performed 
for gastric tetany. Previously several cases had 
been treated surgically, but in all of them pyloro- 
plastyt had been performed. But, as I have on a 
former occasion pointed out to you, pyloroplasty is 
not *a satisfactory method of treating pyloric 
stenosis, owing to the high proportion of relapses. 
In my Hunterian Lectures, I pointed out that in 
about 28 per cent, of the patients 90 treated, 
relapse subsequently ensues, and in one, at least, of 
the recorded operations for gastric tetany, relapse 
has been followed by death. 

The next patient who is coming in is a woman, 

# This case is most fully and admirably reported by 
Dr. Dickson in the ‘ Practitioner ’ for January, 1903, p.44. 

f The surgical treatment of gastric tetany was, I believe, 
first suggested by Mr. Mayo Robson, see ‘Lancet,’ 
November 26th, 1898. 
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set. 45 years, who was in the hospital in May, 1905, 
under the care of Dr. Porter Parkinson. The 
patient stated that she had always been subject 
to indigestion. One month before admission 
she began to suffer from pain in the stomach, 
the pain being continuous but aggravated by 
food. She vomited frequently, usually soon after 
taking food. She had lost all appetite, had been 
living entirely on slops, and had wasted consider¬ 
ably. On admission she was very thin, sallow, and 
anaemic, and weighed six stone five pounds. There 
was a prominent swelling in the left hypochondrium, 
over which a well-marked splash could be detected. 
In the middle line, close to the umbilicus, there 
was an ill-defined swelling. On washing out the 
stomach there was a constant loss of a portion of 
the fluid introduced. On distending the stomach 
with COo there was, at first, a marked swelling in 
the left hypochondrium, which gradually dis¬ 
appeared and was followed by a fulness in the 
epigastrium. A diagnosis of hour-glass stomach 
was made, and operation advised. The patient 
declined surgical treatment and left the hospital in 
June, having gained five pounds in weight and 
feeling very much better. Two weeks later she 
was re-admitted, the pain and vomiting having re¬ 
curred shortly after her discharge. She had lost 
three pounds in weight. Shortly after her re¬ 
admission I opened the abdomen and found that 
the stomach was divided into three pouches by 
two transverse constrictions—the so-called “trifid 
stomach.” The pyloric pouch was the largest of 
the three, and the constriction at this end of the 
stomach formed a dense mass, clfiefly on the 
posterior gastric wall. Internally this stricture 
just admitted the tip of the little finger while that 
towards the cardiac end admitted two fingers easily. 
Gastroplasty was performed, and the jejunum was 
united to the anterior wall of the pyloric pouch 
(gastroplasty and gastro-jejunostomy). The patient 
made an uneventful recovery, and has remained in 
perfect health since the operation, can take ordinary 
food, and has regained her normal weight. 

The last patient whom I have to show to you is a 
woman, set. 43 years, upon whom operation was per¬ 
formed for repeated attacks of hsematemesis from a 
chronic gastric ulcer. She was admitted into the 
hospital in November, 1903. Six years before, she 
began to suffer from pain after food and vomiting. 
On several occasions she had attacks of. hsema- 
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temesis. In 1902 she was in hospital with a severe 
attack of gastric haemorrhage. From the beginning 
of her illness until her admission into the hospital in 
1903 she had been more or less a complete invalid, 
unable to do her work, and living almost entirely 
on milk. 

Shortly after her admission in 1903 she had a 
very profuse haematemesis, which rendered her pro¬ 
foundly anaemic. In view of the repetitions of the 
haemorrhage, and the probability of further attacks, 
operation was deemed advisable. When she had 
recovered from the effects of the last haemorrhage 
I performed gastro-jejunostomy. The patient is 
now in excellent health, has had no recurrence of 
the haemorrhage, and she can take ordinary food. 

During the year succeeding operation she had 
several attacks of obstinate constipation, some¬ 
times accompanied by vomiting. Beyond that she 
has been in excellent health. I have noticed that 
severe constipation in patients upon whom gastro¬ 
jejunostomy has been performed is apt to be attended 
with vomiting. I believe'this vomiting is due to a 
backward peristalsis of the intestine caused by 
temporary obstruction. In a normal person the 
intestinal contents are prevented entering the 
stomach by the syphon trap action of the duo¬ 
denum, and by contraction of the pylorus. After 
gastro-jejunostomy these barriers are put out of 
action, and the backward flowing intestinal con¬ 
tents readily enter the stomach through the anasto¬ 
motic opening. 

You will observe that before operating we waited 
until the patient recovered from the effect of the 
severe loss of blood which she had suffered. 
Personally, I am strongly of the opinion that it is 
rarely, if indeed ever, expedient to operate during 
the progress of a gastric haemorrhage. The mor¬ 
tality of such operations is extremely high, while 
the number of cases in which haemorrhage is imme¬ 
diately fatal is very small. In by far the greater 
number of instances it is not the initial haemor¬ 
rhage which causes death, but the repetition of 
it before the patient has recovered from the re¬ 
sulting anaemia. 

Therefore I think the safest and wisest course is 
to rely on medical means to arrest the haemorrhage, 
and then, when the patient has recovered from the 
immediate effects of the haemorrhage, operation 
may be performed with much greater prospect of 
success. You will observe, too, that at the opera¬ 


tion I did not explore the interior of the stomach. 
This is quite unnecessary, prolongs the operation, 
and adds to its risk. To localise the source of the 
bleeding may be of interest to the surgeon, but is 
certainly not to the best interest of the patient. 

The few patients whom you have seen this after¬ 
noon will, gentlemen, indicate to you that the 
various gastric operations to which I have referred 
not only give immediate relief, but, what is of 
greater importance, result in such permanent 
.benefit that the erstwhile sufferers are enabled to 
resume their places as working members of the 
community. 

April 22nd , 1907. 


Scopolamine - Morphine - Chloroform Nar¬ 
cosis. —Kreuter reports on one hundred cases of 
chloroform anaesthesia preceded by two injections 
of scopolamine and morphine. In 86 per cent, 
of the cases the results were satisfactory, while in 
the others little or no effect seemed to be pro¬ 
duced by the preliminary injections. The general 
conclusion reached is very much in favour of the 
method, though an uncomfortable sequel is the 
trying sensation of thirst that commonly persists 
during the first twenty-four hours. This repre¬ 
sents, however, one of the valuable features of the 
method, since it is due to the general inhibition of 
secretion that is caused by the alkaloids, and this, 
according to the author, is an important prophy¬ 
lactic against post-operative pneumonia. He con¬ 
siders that when the alkaloids are used in small 
amounts the method is free from danger, and it 
appears that a much smaller quantity of ether or 
chloroform is required. The disadvantages of 
the method lie in the uncertainty of action of the 
alkaloids and in the thirst that follows the opera¬ 
tion. The method is contra-indicated in ^opera¬ 
tions about the face, mouth, or respiratory 
passages in which there is danger of aspiration, 
and expectoration is desired, but it may safely be 
resorted to, even for long operations on weak 
patients .—Medical Records vol. lxxi, No. 13. 


Failure to recognise cerebro-spinal fever is apt to 
happen when the malady is of the “ fulminant ” 
variety, in which death ensues rapidly. In these 
instances the disease has been mistaken for typhus 
fever, idiopathic tetanus, or malignant measles. 
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THE EFFECTS OF HIGH ARTERIAL 
TENSION ON THE HEART. 

Lecture delivered at the Medical Graduates’ College. 

By LEONARD WILLIAMS, M.D., M.R.C.P., 

Physician to the French Hospital; Assistant 
Physician to the Metropolitan Hospital. 

In the lectures which I gave here last year* I 
was obliged to condense the subject of high 
arterial tension into a space of time which w-as 
very inadequate for its proper consideration. I 
propose, therefore, to return to the question now, in 
order briefly to consider some of the points which 
were then, of necessity, omitted. 

First, then, as to the question of functional high 
blood-pressure. The possibility of the existence of 
sustained high pressure which is not caused by 
renal or other disease was for a long time 
seriously doubted. Now, however, practically all 
the observers in this field not only admit this possi¬ 
bility, but most people who study the question 
have become convinced that Clifford Allbutt and 
Huchard were right in insisting that so far from 
renal disease being the only cause of high tension, 
the high tension was more frequently the cause of 
renal disease, and, indeed, of sclerotic changes 
found elsewhere. 

The actual mechanism of arterio sclerotic 
changes from high blood-pressure is sufficiently 
clear. The point which really remains obscure is 
the causation of high blood-pressure. To account 
for this we have to fall back upon the assumption of 
toxins circulating in the blood, nor is this assump¬ 
tion by any means fanciful. The results of treat¬ 
ment show quite conclusively that poisons, 
especially those originating in the gastro-intestinal 
canal, have the power of producing very decided 
high tension. 

Granted, then, the existence of the high tension, 
how does this operate so as to bring about a ; 
permanent organic change in the arterial wall? 
In considering the structure of the arteries we have 
to remember that it is only those of medium 
and smaller size which are richly endowed with | 
muscular tissue. The aorta and larger arteries j 
are composed mainly of fibrous and elastic tissues, 
but the important point to remember is that all 
* Clinical Journal, November, 1906. 


arteries are themselves supplied with blood by 
means of the so-called vasa vasorum, which pene¬ 
trate the outer to distribute themselves into the 
middle coat. The outer coat is tough and elastic, 
the middle coat is muscular. If, now, we distend 
the lumen of a medium-sized artery with a fluid 
at high pressure, it is obvious that these minute 
nutrient vessels, the vasa vasorum, will become 
compressed between the distending force and 
the elastic outer coat, with the result that the 
middle coat will be deprived of its blood-supply. 
The natural consequence is that the muscular 
[ tissue degenerates and becomes replaced by 
, fibrous tissue. That is how prolonged high 
| arterial tension gives rise to arterio-sclerosis. It 
j also gives rise to atheroma by a process which is 
very similar, a matter which I will explain later. 

With this condition of high arterial tension at 
all widespread the heart, in order to send the 
blood to the periphery, is obliged to beat with 
increasing force, and a vicious circle immediately 
becomes established. The greater the force of the 
ventricular systole the higher the blood-pressure 
and the greater the degeneration of the smaller 
arteries. It is easy to understand how this state 
of matters eventually reacts upon the heart itself. 
The organ yields, its cavities dilate, and we have 
what was originally a functional arterial condition 
transformed into a cardiac disorder. Clinical exami 
nation in such a case will show dilatation, with a 
murmur at the mitral valve, and if the arterial 
contraction be not relieved, we have all the phe¬ 
nomena with which we are familiar in cases of 
mitral regurgitation—the enlarged liver, the oedema 
of the extremities, and the orthopnoea. 

Thus, it is most important that we should recog¬ 
nise that there are two forms of heart disease, the 
one which is caused primarily by rheumatic endo¬ 
carditis, the other which is caused secondarily by 
diseases and affections in the arterial system. I do 
not think there is a question on which it is more 
important for a physician to arrive at a right con¬ 
clusion than this matter, of the form and kind of 
the mitral disease in the presence of which he may 
find himself; for it is obvious that if we treat a 
mitral regurgitation which is due to obstruction in 
the peripheral vessels in the same way as we properly 
treat mitral regurgitation which is due to rheu¬ 
matic endocarditis, the peripheral vessels being in 
a healthy condition, then, so far from curing our 
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patient, we shall probably kill him. The primary 
and essential indication in heart disease of arterial 
origin is a lowering of the blood-pressure, a removal 
of the strain under which the heart is bending. 
The heart itself is not at fault, and with the ob¬ 
struction removed it immediately recovers its tone. 
In such a case, to give heart tonics is still further 
to raise the blood-pressure, and ultimately to add 
to the difficulty. You may whip the tired horse 
and goad it for a moment into increased activity, 
but unless at the same time you lessen the burden 
which it is carrying, it will not accomplish its 
task. 

In the case of disease of rheumatic origin 
the matter is simplicity itself. There is no 
obstruction at the periphery, and if the cardiac 
muscle can be encouraged to stronger and more 
prolonged systolic contractions the patient is 
tided over the immediate difficulty. It might be 
imagined that, with high arterial tension as a 
possible factor in the causation of mitral regurgi¬ 
tation in our minds, it would be an easy matter to 
decide whether our patient was suffering from 
mitral disease of arterial origin or mitral disease 
of rheumatic origin. Unfortunately, it is not 
so : indeed, I would go so far as to say 
that of all the difficult problems presented to us 
by disease, this question of the exact nature of a 
mitral regurgitation is often one of the most diffi¬ 
cult to decide ; for, valuable as the haemomano- 
meter is in the estimation of all cardio vascular 
complaints, it very often refuses to afford us any 
information upon the point we are now considering. 
You might believe that the simple expedient of 
measuring the blood-pressure would throw a flood 
of light upon the solution of the problem; that in 
the mitral disease of arterial origin we should find 
it high, and in the mitral disease of rheumatic 
origin we should find it low. This, unfortunately, 
is not the case. In the first place, in the arterial 
cases, with a leak at the mitral valve comes a 
certain degree of lowered pressure; and in the 
rheumatic cases, whatever the pressure was before 
the breakdown, as soon as the breakdown is 
established the pressure rises. The mechanism 
of this is a little complicated. It is not difficult to 
realise that in the arterial cases the leak at the 
mitral valve should afford some at least temporary 
relief to the distended vessels; but it is difficult to 
realise that in a condition which is primarily 


cardiac the blood-pressure should rise as soon 
as the heart begins to flag. 

In order to comprehend this matter we must 
recall some points in the physiology of the circula¬ 
tion. The function of the heart is to supply blood 
to all parts of the body, but there is one part, 
namely the medulla, which must be adequately 
supplied with blood or life immediately ceases. 
Now, what is the position in a case of mitral 
regurgitation of rheumatic • origin ? The venous 
pressure is increased. If the arterial pressure does 
not rise to an extent which permits the heart to 
overcome the venous pressure, then starvation of 
the medulla must quickly ensue. Accordingly, 
the arteries contract and the blood-pressure rises. 
This action is a vicious one, because the rising of 
the blood-pressure imposes increased work upon 
the crippled heart. But supplies to the medulla 
must go on, and the heart will continue to send 
them so long as it is able. When the heart fails 
the end has come. 

It is this absolute need for food on the part of 
the medulla which explains the phenomenon of 
orthopnoea. The medulla must have arterial blood 
at a pressure beyond that of the venous blood ; 
so, in order to get the venous blood away from the 
head with all possible rapidity, the patient in¬ 
stinctively calls gravity to his aid, and sits up in 
bed to augment the venous flow towards the 
heart. Until I realised this it always seemed 
to me an extraordinary thing that a person with 
a labouring heart should not adopt a position 
which gave the heart the least work ; and I re¬ 
member as a student wondering why the cardiac 
patients always sat up in bed instead of lying flat 
on their backs. The reason is as I have stated it. 

The degree of arterial tension, then, really affords 
us but little help in deciding which form of heart 
disease we are dealing with. The decision on this 
important matter must, therefore, rest upon other 
facts. The age of the patient will tell us a good 
deal, the history of former illnesses will tell us a 
good deal; but, as I have said before, the right 
decision can only be arrived at by a full review of 
all the circumstances, and in some cases it is—at 
first, at any rate—impossible to arrive at a con¬ 
clusion. Let me warn you, then, where you are in 
any doubt upon the matter not to use digitalis. 
Digitalis will strengthen the heart’s action and 
contract the peripheral arterioles, and if it be a 
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case of primary arterial disease, you will thereby 
only add to the patient’s troubles. 

Now, let us consider for a moment the classical 
forms of disease at the other valve, the aortic. I 
explained last session how it is that chronic de¬ 
generative aortitis and atheroma of the ascending 
aorta will spread downwards so as to involve 
the aortic ring, contracting it, and ultimately the 
aortic valves, puckering them, thus giving rise 
to aortic stenosis and aortic regurgitation. But 
I did not explain how it is that prolonged 
high arterial tension will give rise to atheroma. 
We have just seen how in the smaller vessels 
undue blood-pressure acts upon the vasa vaso- 
rum so as to cause degeneration of the middle 
coat, the media. In the larger arteries the middle 
coat may be said not to exist, so that the intima 
lies directly upon the tough, unyielding outer coat. 
The buffer-state provided by the media in the 
smaller vessels thus being absent, the distension 
from within forces the delicate intima against the 
unyielding adventitia, and the intima degenerates. 
The intima does not degenerate en masse like the 
media ; it degenerates in patches at the points 
of least resistance. One of these points is the 
arch of the aorta, and when the degenerative 
process has once started there, it tends to spread, 
as we have already seen, so as to involve the 
aortic ring, the aortic cusps, and the coronary 
arteries. Now, as it is possible for disease to 
arise in this manner in the aortic area, we may 
find ourselves in precisely the same difficulty in 
coming to a decision as to the cause of an aortic 
lesion as we have just seen to confront us in the 
case of a mitral lesion. Rheumatic disease, it is 
true, attacks the aortic valve less often than it does 
the mitral, and it is also true that the question of 
treatment presents fewer difficulties. It is said, as 
you know, that under no circumstances should 
digitalis be given in aortic regurgitation. It may 
be prudent to give this advice to the student, but 
it is unreasonable to ask experienced men to take 
such a narrow view of the subject. There is no 
more danger in giving digitalis in cases of aortic 
regurgitation than there is in giving calomel in 
typhoid fever, if only certain very simple and 
elementary rules be observed. 

The first thing we have to remember, then, is 
that the only indication for the use of this drug in 
this condition is inadequate systolic contraction, 


which is commonly called failure of compensation. 
If, with a myocardium which is still muscular, 
failure of compensation exists, then digitalis is 
indicated; if failure of compensation does not 
exist, digitalis may do an infinity of harm and 
will certainly do no good. But to combat failing 
compensation a far more potent weapon even than 
digitalis exists, namely, rest in bed, so that the 
first rule to observe is that if digitalis is to be given 
in a case of aortic regurgitation (and it is often 
very necessary to exhibit it) the patient must be 
put to bed. If his condition is such as to demand 
digitalis, then he is risking his life by going about. 

It has been said that it is safer to give digitalis 
in aortic regurgitation which is complicated with 
mitral regurgitation than it is to give this drug in 
aortic regurgitation pure and simple, the reason 
advanced being that the reflux through the aortic 
valves having to meet the oncoming rush from the 
left auricle through the mitral valves, a strain is 
put upon the left ventricle, which, in the absence 
of a leak at the mitral valve, it is frequently unable 
to endure. The action of digitalis in prolonging 
the diastole, which of course increases the reflux, 
is regarded as a sufficient contra-indication for the 
use of the drug in this disease, unless the strain is 
relieved by an incompetent mitral valve. 

If, for the sake of argument, we grant that 
incompetence at the mitral valve in a case of 
aortic regurgitation constitutes an excuse for 
giving digitalis, it seems to me that the reason 
is not that which has been stated. If, for 
example, in a young subject you find aortic 
regurgitation complicated with mitral regurgita¬ 
tion, it means that the origin of the disease is in 
all probability rheumatic, and that, therefore, if 
you take the precaution of putting the patient to 
bed, you may give digitalis without any fear that 
its constricting action on the peripheral arterioles 
will add to the patient’s danger. If, on the other 
hand, you discover aortic regurgitation compli¬ 
cated with mitral regurgitation in a person of, 
say, over fifty, the probability is that the inade¬ 
quacy of the mitral valve is secondary to the aortic 
disease, which aortic disease was caused primarily 
by high arterial tension, with consequent degenera¬ 
tive disease in the ascending aorta. With failing 
compensation in such a case the dangers of giving 
digitalis would have to be seriously considered, but 
even in such a case it is not wise to rule the drug alto- 
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gether out of court. If the degenerative process has 
not spread into the myocardium, so that the ventricle 
is still capable of contracting vigorously upon its con¬ 
tents, then, provided that the patient is kept rigidly 
in bed and the effect of the drug carefully watched, 
digitalis does not necessarily do harm, and it may, 
on the contrary, be the means of saving the 
patient’s life. 

It is evident, then, that of the common forms of 
heart disease, mitral stenosis and mitral regurgita¬ 
tion, aortic stenosis and aortic regurgitation, the 
only one in which we may give digitalis with¬ 
out something approaching fear and trembling 
lest we be mistaken in our estimate of the 
provoking cause, is mitral stenosis. High ar¬ 
terial tension, though it will produce a general 
arterio-sclerosis, or an arterio-sclerosis confined 
to particular systems and organs, such as the 
kidneys and brain, and even the heart itself, 
never, so far as I know, produces disease at the 
mitral orifice. In arterio-sclerosis, and even in 
other conditions, the mitral orifice is liable to 
dilate with a general dilatation of the left ventricle, 
but the valves themselves do not become diseased. 
High blood-pressure, of course, appears in the pul¬ 
monary system in association with mitral stenosis, 
but in that case it is the mitral stenosis which is 
the primary event and the high blood-pressure 
which is the secondary. 

In the disease of the ascending aorta which is 
liable to be caused by high blood-pressure the 
chronic degenerative aortitis or atheroma, the most 
serious result which can occur is in the involve¬ 
ment of the coronary arteries. We must remember 
that the coronary arteries are to the heart what the 
vasa vasorum are to the arteries themselves. The 
heart is, of course, merely a highly specialised 
portion of the vascular system; the pericardium 
represents the adventitia, the myocardium the 
media, and the endocardium the intima. We 
have seen that high blood-pressure acts upon the 
smaller arteries by pressing their media against 
the adventitia and thus obliterating the lumen of 
the vasa vasorum, and that this is the cause of the 
degenerative process which we call arterio-sclerosis. 
Now, the same thing, or something very like the 
same thing, happens to the heart. When from any 
cause the lumen of the coronary arteries becomes 
obliterated, the myocardial muscular tissue is insuffi¬ 
ciently supplied with blood, and it degenerates in , 


precisely the same way as the media degenerates 
under high blood-pressure. There is in the case of 
the heart, therefore, an extra step in the process by 
which high blood-pressure, when allowed to con¬ 
tinue unchecked, will give rise to fibrosis of the 
cardiac muscle. Disease of the coronaries gives 
rise, as we know, to that “ appalling and pictur¬ 
esque disease,” as Sir Richard Douglas Powell has 
aptly called angina pectoris; but it also gives rise, 
in the manner in which I have just described, to 
fibrosis of the cardiac muscle. Now, fibrosis of 
the cardiac muscle is the condition par excellence 
in which sudden death is liable to happen, and I am 
on the whole rather disposed to think that the 
cases of sudden death which occur in aortic 
regurgitation are due, not so much to any conse¬ 
quences of the regurgitation into the left ventricle, 
as to fibrosis of the myocardium, caused by the 
spread of degenerative aortitis along the coronary 
arteries. 

I have said that this degenerative aortitis may¬ 
be, and often is, the consequence of high blood- 
pressure. It ow r ns another cause, however, w-hich 
we do well to bear in mind. General arterio¬ 
sclerosis is said to be hereditary, in the sense 
that a tendency thereto seems to run in families. 
To this tendency Osier has attached the character¬ 
istically epigrammatic description of “ bad-tubing.” 
Now, a person with bad-tubing may develop aortitis 
although his blood-pressure is perfectly normal. 
The strain of the normal pressure is too much for 
the quality of material of which his aortic arch is 
composed, and it degenerates in precisely the same 
way and with the same results as the normal arch 
degenerates under unduly high pressure. 

April 22nd , 1907. 

Blindness following Suppuration about 
Eyeball. —That sight is occasionally suddenly 
lost when there is an acute suppurative process in 
the neighbourhood of the orbit is shown by Knapp. 
The orbital symptoms are those of cellulitis of 
varying intensity, and the ophthalmoscopic picture 
is that of an embolism of the central retinal artery 
with consecutive optic atrophy and obliteration of 
the arteries. Three cases in point are reported : 
(1) Blindness following an operation for empyema 
of the frontal sinus; (2) blindness following peri¬ 
ostitis of the superior maxilla of dental origin ; 
and (3) blindness from penetrating wound of orbit 
with cellulitis.— -Journ. voL xlviii. No. 13. 
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A CLINICAL LECTURE 

ON 

A CASE OF JAUNDICE OF 
OBSCURE ORIGIN. 

Delivered at St. Bartholomew’s Hospital. 

By NORMAN MOORE, M.D., F.R.C.P., 

Physician and Lecturer on Principles and Practice of 
Medicine at the Hospital. 


Gentlemen, —I propose to lecture to-day on a 
case of jaundice of obscure origin, which is in 
Hope Ward. I have not had the woman brought 
down, because most of you had the opportunity 
of seeing her at Consultations last Thursday, and 
therefore it seemed unnecessary to trouble her. 
Her age is 42 years, she has no other occupation 
than her housework, and she has been in the 
hospital twice. I will begin by letting you know 
what was observed when she first came in. She 
was admitted in an extremely bad state of health, 
and that was as good a description of her condition 
as could be given. She had a very deep ulcer on 
each foot. She was thin and ill-nourished. The 
ulcer was near the ball of the great toe. Her 
illness was said to have begun in August, 1900, with 
pains all over her body, and at times, she said, her 
legs failed her, and she always became tired very 
easily. She had been extremely deaf for three years. 
There was nothing abnormal to be found in her 
chest or in her abdomen. One could just feel the 
edge of the liver under the costal margin, and on 
the ball of her great toe there was an old ulcer 
extending down to the metatarso-phalangeal joint. 
Her pupils reacted to light. Whenever you see an 
ulcer near the ball of the great toe you naturally 
inquire into the reaction of the pupil, because it 
occurs to you that it may perhaps be an ulcer of 
the kind which is so common in locomotor ataxy. 
Her ulcer gradually healed and her general health 
slowly improved, and as she did not develop 
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any other symptom she left the hospital on 
October 4th. She was in the ward from the last 
day of August to October 4th. That was in the 
year 1905. She came in again on September 29th, 
1906, and her state then was as follows : She 
said she had had a pain in her stomach after food 
since April, and loss of appetite with some loss of 
flesh. She had not been able to walk since April, 
owing to ulceration having appeared again on the 
ball of the right great toe. She has at times 
suffered from acute attacks of abdominal pain, and 
noticed herself to be yellow after them. She was 
not jaundiced when she came in, but she gave 
this account of a yellow complexion coming on 
after the attacks of pain. She did not use the 
word “jaundice.” She is lean in her abdomen, 
and one can just feel the liver, and a movable 
kidney is to be felt on the right side. On her 
foot, when she came in this time, there was a deep 
excavating ulcer on the right great toe. Her 
pupils, as before, reacted to light. I was unable 
to obtain, and have never been able to obtain, her 
knee-jerks. There was some impairment of sensa¬ 
tion in the feet. She had severe abdominal pain 
on the night of October 7th, starting in the right 
hypochondriac region, shooting to the back and 
down the left leg. After this pain she became a 
little more jaundiced, and then she had no more 
pain for a week, and then she had another attack 
of vomiting, but only once. There was no bile in 
her urine, but on October 15th she passed a clay- 
coloured stool. The ulcer in the foot was 
obviously healing, and it has since become well. 
On October 23rd she had another attack of abdo¬ 
minal pain, starting, as before, in the right hypo¬ 
chondriac region, the stools were clay-coloured, 
urine not bile-stained. Some jaundice was visible 
in the skin. On the 28th she vomited in the night, 
and had abdominal pain, and had a slight rise of 
temperature, namely to ioi° F. On the 30th she 
vomited again and had an attack of abdominal 
pain, and had much more definite jaundice the 
next day, and the urine contained bile pigment. 
The temperature rose to ioo° F. On November 
4th she vomited three times in the night, and com¬ 
plained of acute abdominal pain on the right side, 
the pain shooting down the right leg. On 
November 6th she had an attack of abdominal 
pain again, and did not take her food very well 
the next day. She was still more jaundiced on 


j' the morning of the 8th, and on November 12th 
her jaundice had still further increased. Her 
conjunctive were at that date a very distinct 
yellow, and there was a great deal of bile in the 
urine, and her appetite was very bad. So you see 
the patient is in thoroughly bad health, and has 
signs of impaired nervous functions, because we 
must regard those ulcers in the feet, whether she 
has posterior sclerosis or not, as signs of trophic 
j failure. They were not due to injury; they were 
dependent on trophic failure which one would 
naturally connect with some disturbance of the 
nervous system. She also has some impaired 
sensation of her feet and pain along the line of 
the great nerves, and I think one might add that 
her manner is rather suggestive of something 
wrong in her nervous system. She is also deaf, 
and that deafness came on rather suddenly. All 
I these are signs which, at any rate, are probably 
due to some defective condition of her nervous 
1 system. So we have that to consider. In her 
1 lungs and heart there is nothing abnormal to be 
found. With regard to her abdomen, it is always 
dangerous to say you may neglect any physical 
condition, but I should be inclined to think very 
; little indeed about the movable kidney. When 
j you feel it you can be tolerably certain it is kidney, 

! but there is nothing else abnormal about it except 
: its situation, and that it moves a little over her 
I liver. When you feel her liver—especially in the 
J middle line—you notice that it extends a little lower 
. than it ought, but on the right side it seems to 
be at about its proper level; it is only just below 
the costal margin. And I can feel, very nearly in 
the middle line, but a little to the right of it, rather 
a firmer piece of liver (as I imagine), or something 
joined on to the liver, which resists pressure more 
than does the general substance of the liver. The 
woman is distinctly jaundiced; she has had several 
severe attacks of pain, and some of those attacks 
have been associated with vomiting. 

Now, how are we to explain all those symptoms? 
That is the point; and I thought it would be worth 
while lecturing on this case, which is such a one as 
you may meet with any day. You will often be 
placed in a position of great difficulty in deciding 
what is the cause of the jaundice occurring under 
circumstances like these. So let us discuss it from 
that point of view. What is the explanation of the 
jaundice? For, you see, our prospect of doing 
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anything for the patient must depend on the view 
which we take of the cause of her condition. 
Perhaps the best way to approach it is to ask your¬ 
self a variety of questions. Taking all the cases of 
jaundice which come into hospital, and which one 
may see in practice, what is the commonest cause? 
That is the kind of question which it is safe to 
put to oneself with regard to any disease which you 
think you may be observing. What is the com¬ 
monest cause? The fact that a cause is a very 
common one does not make it certain that it is 
present in any particular case, of course ; but it 
clearly is a cause which ought to be considered 
before you pass on to anything else. What is the 
commonest cause of jaundice ? Before answering 
that question, I need scarcely say that I am for the 
moment thinking of only one kind of jaundice, 
and that is jaundice produced by closure of the 
common bile-duct. It is a widespread opinion 
that jaundice may, under certain very rare circum¬ 
stances, be produced in other ways than that; but 
the other cases are very seldom to be seen, and, 
for practical purposes, when you. see a case of 
jaundice the question you have to put to yourself 
is, what is the obstruction of the common duct? 
If you allow your mind to wander off into the 
causes of jaundice—which used to be called 
haematogenous, because it was suggested that they 
arose in the blood—you may lead yourselves very 
far astray. Be content to know that such things 
are so uncommon that you ought not to think of 
them at all until you are absolutely certain that all 
the common causes are not there. So the question 
which one tries to answer is, what is the nature of 
the obstruction to the common bile-duct in that 
woman ? And then one remembers what are the 
commonest obstructions. One can have no difficulty 
in answering that question. There are two common 
obstructions to the common bile-duct. One is 
catarrh of the duct, and the other is the choking 
of the duct by a gall-stone. Therefore never 
see. a case of jaundice without asking yourself 
first, what is the nature of the obstruction, and, 
as a next step, deciding whether it is catarrh 
of the duct or gall-stone. When you have 
answered those two questions—whether it is 
catarrh of the duct or whether it is gall-stones—you 
will then go on to consider certain other changes. 
I will mention them now, so that we may apply, as 
it were, the whole scheme of diagnosis to this 


woman. Closure of the duct by mucus produced 
by catarrh, closure of the duct by gall-stones—those 
are obvious causes for the bile not getting into the 
duodenum. Pressure oh the duct will cause sym¬ 
ptoms which may be producing the same effect. 
What is the kind of pressure ? First of all I will 
mention a very rare condition, but one which ought 
not to be overlooked, though it is extremely rare, 
and that is narrowing of the calibre of the duct by 
a growth in its own wall. The bile-duct, of course, 
is lined by epithelium. Wherever epithelium occurs 
carcinoma may occur, and carcinoma does originate 
from the epithelium lining the bile-duct, and so 
gradually narrowing it, and probably even, with the 
aid of extra secretion as well, may practically close 
it. So you must consider whether there can possibly 
be a new growth in the wall of the duct itself; and 
in the wall of the duct I include the head of the 
gall-bladder, the whale of the duct area. A mass 
altogether outside the duct may, of course, press 
upon it; for instance, a mass in the liver may 
press upon it. If you were to go to the post¬ 
mortem room every day for a year, and were to 
note the number of days on which you saw largish 
lumps of new growth in the liver, there would be a 
good many days out of the 365 when you would 
see that. It is a common occurrence, and a lump 
growing in the liver, in the proper situation, with¬ 
out invading the bile-duct, may quite easily close 
it. So, having thought of catarrh, and having 
thought of gall-stones, you must think of a new 
growth in the duct or in the gall-bladder, and then 
of a new growth outside that, pressing upon the 
duct. There is another kind of new growth which 
presses on the bile-duct, and does so so frequently 
that in considering over such a case you ought to 
keep it in mind. I refer to new growth at the head 
oF the pancreas. The pancreatic duct comes near 
the bile-duct, and the head of the pancreas easily 
presses upon the bile-duct, and so causes complete 
obstruction and jaundice. Besides new growths, 
you have, of course, to remember that other 
tumours may press on the common bile-duct, but 
this would be an .inappropriate occasion to give 
you a long list of those tumours. But speaking 
generally, any tumour which is in the abdomen 
near the bile-duct, and big enough, may press upon 
it. But there is only one sufficiently common for 
you to need to have it always in mind, and that is 
hydatid. Hydatid cyst in the liver not rarely 
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causes jaundice, and by its pressure completely 
occludes the common bile-duct. To reduce it to 
its simplest elements those five things are all 
sufficiently possible for us to consider them in 
relation to this woman. What is the nature of the 
obstruction ? Is it due to catarrh of the duct ? Is 
it due to stone in the duct ? Is it due to new 
growth of some part of the gall-bladder or to 
some growth of the bile-duct ? Is it due to new 
growth in the liver or the pancreas ? Is it due to 
hydatid of the liver? Those five questions we 
must answer. It is not easy in a case like this to 
give a positive answer. 

Let us begin with catarrhal obstruction. When 
catarrh attacks the bile-duct it most commonly 
causes complete obstruction at the beginning ; per¬ 
haps not on the first day, but still, at the beginning. 
Now, it is obvious that that has not occurred in 
this patient. Her obstruction, you will have learnt 
from the note, has been interrupted and gradual, 
and has at last become complete for a time. So 
that point is rather against the idea of catarrh. 
Then, the woman has been ill for a good while. 
When catarrhal jaundice merely occurs the patient 
has perhaps had some gastro-enteritis generally, 
and then irritation appears to have spread up the 
duct, and the patient becomes jaundiced. But 
that is not the history of this case. It has been a 
history of previous ill-health and abdominal pain. 

Next, as to the pain. Pain is not a common 
symptom in people over forty with catarrh of the 
bile-duct. It is not a common symptom. Some¬ 
times the obstruction in a case of catarrh seems to 
be very sudden and very complete, and there may 
be some pain with it. But, as a rule, there is not. 
And having said that, I ought to add one word 
about the kind of pain which is fairly common in 
catarrh of the bile-duct. It is a distinct pain in 
the liver. People who have catarrh of the bile- 
duct frequently, if you see them—we do not have 
the opportunity of seeing them in hospital, but you 
will have the opportunity in private practice—have, 
at the beginning, a rather severe attack of pain, 
which does not last more than twentyTour hours, 
on the right side over the liver, and it inclines them 
either to lie on their backs or on the left side rather 
than on the liver. It is nothing like a universal 
symptom, but it is a fairly common symptom in that 
kind of catarrhal jaundice. It is distinct from the 
severe pain which this woman had. Therefore, I 


reject the idea that she has catarrhal jaundice. I 
do not think that explains her symptoms. Now, 
when you hear that a person has jaundice and 
severe pain, of course you naturally think of gall¬ 
stones. Has this woman a gall-stone? Her pain 
has been severe and repeated. First there was 
partial obstruction, as shown by the fact that the 
urine did not contain any bile; and then there has 
been a gradual and complete obstruction. There 
has been a localised pain. This patient has pain 
when you press over the region of the gall-bladder, 
and I am satisfied that there is distinctly more pain 
in one small part of the abdomen, which I take to 
be the region of the gall-bladder, than there is in 
any other part. Does that prove that she has gall¬ 
stone ? No. If she had three times as much pain 
as she has, and had been doubled up by it, you 
would have no doubt that it was pain due to gall¬ 
stone. The pain associated with gall-stone is one 
of the most severe from which people can suffer. 
You must remember, also, that the presence of 
gall-stone is manifested by a less severe degree of 
pain sometimes. On the whole, I am inclined to 
believe that the patient has a gall-stone from the 
recurring attacks of pain, and from the fact that 
there has been some jaundice, and that there is 
now complete jaundice. Can you feel the gall¬ 
bladder ? I am not certaih that you can. There 
are many cases of obstruction of the bile-duct in 
which the gall-bladder is full and enlarged, but, 
nevertheless, you cannot feel it. But I do feel 
something which I think may be the fundus of the 
distended gall-bladder, but it is not sufficiently 
distinct for me to be certain as to what its nature 
is. So the first point in the solution of the problem 
of this case I should answer in this way : that the 
woman has one or more gall-stones. Of course, 
whether she has one or more is a matter which we 
have no means of deciding. The only way we can 
decide it is by one gall-stone having been passed 
which has facets or by being able to feel, as one 
can sometimes, gall-stones in the gall-bladder. I 
cannot do that, but I am satisfied she has a gall¬ 
stone. Please remember this: I am putting this 
case in the form of an argument, and I advise you 
to argue such cases out with yourselves. There¬ 
fore, do not for a moment think I want to dogma¬ 
tise about the presence of a gall-stone. Having 
argued it out with myself, I arrived at the con¬ 
clusion that she has a gall-stone. I am not saying 
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that these signs prove infallibly that she has, but, 
on the whole, the evidence which is available to us 
seems to be in favour of that to me. 

Is that all that is to be said ? Am I sure, for 
instance, that she has not hydatid of the liver 
pressing on the duct? Why do I think she has 
not that ? I think she has not that because I 
cannot feel any hydatid cyst, nor can I feel any 
pressing forward of the liver which might be due to 
hydatid cyst behind it. And further than that, the 
woman has all through been in a state of very im¬ 
perfect health, and it is quite clear that her liver 
symptoms make her worse. But hydatid has very 
little effect on the general health, and even when it 
causes jaundice by pressure, the patient often feels 
as little ill as possible. Having said that, I must 
remind you that no one can be absolutely certain j 
of the absence of hydatid. There was a child ' 
many years ago in Faith Ward, who was admitted 
with intense jaundice. I saw the child—she was 
my patient—and I thought that the liver was a 
little pressed forward, though I could not feel any 
hydatid cyst. I thought it was very possible, as 
the jaundice was persistent—and it was clearly not 
catarrhal jaundice from the way in which it per¬ 
sisted—that it was hydatid. I had a trocar put 
into the liver and fluid came out containing hook- 
lets. It was hydatid. There was a considerable 
amount of fluid let out, and to my regret, although 
this quantity of fluid had been let out, the jaundice 
did not go away, and notwithstanding that the 
cyst was efficiently drained. After being in the 
hospital about four months, the child became 
dropsical, had considerable ascites, was very much 
wasted, and died. The post mortem was most 
instructive, and it bears on the point which I have 
been stating now, that you can very rarely be 
positive there is not a hydatid present. The 
hydatid in this child had been tapped and emptied, 
but there were found two other cysts, which com¬ 
pletely closed the bile-duct. The closure was so 
complete that the whole of the liver was full of 
bile, and all the hepatic ducts were distended, 
down to the most minute radicles of the ducts. 
And that happened which always happens in a 
case of obstruction of that nature—the liver was of 
a bright green colour, there was intense cirrhosis, 
and that was the cause of the ascites, and ulti¬ 


that one can never absolutely exclude the presence 
of a hydatid cyst. You are obliged to believe that 
it is extremely unlikely, but you cannot prove that 
there is not such a cyst there. There is nothing 
whatever in the woman whose case we are dis¬ 
cussing to-day to suggest the presence of a 
hydatid cyst, whereas there are positive evidences 
of gall-stones, and that is the reason I reject the 
view of hydatid cyst. 

Then let us turn to the question of a new growth 
—new growth in the liver, in the bile-duct, or in 
the pancreas. With regard to new growth in the 
bile duct, what are its characters ? It is a rare 
disease ; it is very rare to find it limited simply to 
the bile-duct. I can only remember, during the 
eight and a half years in which I had the oppor¬ 
tunity of making all the medical post-mortems, 
male and female, two cases—and I know there 
were only two—in which there was a new growth 
absolutely confined to the common bile-duct. In 
both those cases during life there was a sort of 
fluctuating jaundice, sometimes greater, sometimes 
less in degree. In short, in those cases if you had 
been asked, without knowing anything of such 
things, w'hat was the condition, you would have 
been inclined to say it was rather like the behaviour 
of chronic catarrhal jaundice. There was nothing 
to be felt. There is no evidence that there is 
such.a thing as chronic catarrhal jaundice. Both 
patients had well-marked carcinoma, originating 
in the epithelium of the common bile-duct. Why 
is not this a case of such carcinoma ? Those 
cases were not characterised by attacks of pain 
such as those of which this woman complains. 
It is the recurrent pains and the vomiting which 
makes one think of the likelihood that there 
is stone. Is it likely there is carcinoma some¬ 
where else ? It is possible there is carcinoma 
at the head of the gall-bladder. I cannot feel a 
lump, and that would be the only proof of it. But 
such carcinomata are often unattended by any large 
secondary growths, so you have nothing to help you 
in that matter except being able to feel the lump 
itself. Out of ten cases which I examined post 
mortem, and in which I made a microscopical 
examination—and therefore I am certain of the 
nature of the growth, that it was carcinoma of the 
gall-bladder—in four of them there was gall-stone. 


mately of the child’s death. That case has always 
remained in my mind as a warning and an indication, 


The carcinomatous lump, no doubt, obstructs the 
outflow of bile and assists the formation of gall- 
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stone. Other people take the view which I do not 
share—that the pressure of gall-stones by irritation 
produces carcinoma. I will not discuss that; it 
would lead us into one of the most complicated 
pathological controversies, that is to say, as to 
whether irritation has any relation to the develop¬ 
ment of carcinoma. It is sufficient for our present 
purpose to remember that in a fair proportion of 
cases of carcinoma of the gall-bladder you do find 
gall-stone present. There are two ways in which 
their presence may be explained. So she may have 
a growth there. Has she a growth in the liver ? If 
she has, it must be either a primary or a secondary 
growth. A primary growth in the liver is very rare, 
and when it occurs it is generally fairly prominent. 
There are several nodules of growth, and it is 
tolerably easy to feel; and even if you are a little 
uncertain about where you can feel a particular 
lump, you are sure the liver is large. I am sure 
her liver is not large, and I do not feel any lump, 
and therefore I reject the idea that she has primary 
carcinoma of the liver. Secondary carcinoma of 
the liver is, of course, extremely common. It is a 
very frequent sequel of carcinoma of the rectum 
and of carcinoma of the uterus. It is a very 
common sequel of carcinoma of the stomach. 
There is no evidence of carcinoma of the uterus in 
her, nor of carcinoma of the rectum. And please 
remember that it is most important, in every- case 
where there is the slightest doubt about the growth 
in the liver, to examine the rectum. You are per¬ 
haps asked to see a patient with a great mass of 
carcinoma in his liver; in that case you should 
never omit to ascertain what is the state of the 
rectum. Sometimes in such a case the rectal 
symptom^ have been so slight that the examiner 
entertained no idea of there being a growth there, 
and even the patient has had no suspicion of any¬ 
thing wrong there. I cannot prove that this woman 
has not carcinoma in her pancreas, but I cannot 
feel any lump there which justifies that idea. You 
cannot always feel a lump in such cases, and it is 
possible she may have. Has she carcinoma of the 
stomach ? She has never brought up any altered 
blood, there has never been much trouble associated 
with the taking of food, and she has no dilatation 
of the stomach. Those are three points against 
her having carcinoma of the stomach. The hard 
mass which you feel may perhaps be a hardened 
gastric wall. I have seen so many cases in which I 


have tried to make up my mind whether the tumour 
which I felt w-as the liver or was the stomach adhe¬ 
rent to the liver, and have been unable to decide, 
that I feel justified in saying that you cannot arrive 
at absolute certainty about whether a stomach 
which is firmly adherent to the liver is infiltrated by 
growth or not. The general aspect of her symptoms 
is against tha{ view that she has primary growth in 
the stomach and secondary growth pressing on the 
duct in her liver. And against that there is this : 
that if there were a secondary mass of carcinoma in 
the liver there would probably be several other 
masses, and you would be able to feel them. I 
think, therefore, that the probabilities are all against 
her having new growth in her stomach, with secon¬ 
dary growths in the liver pressing on the duct. That 
is the only solution of the problem which I can offer 
to you, namely, that I believe the woman has gall¬ 
stone. I cannot prove that that is the only cause 
of her illness. She may have some other condition. 
She has not experienced very extensive wasting. 
I am inclined to hope that gall-stone is a sufficient 
explanation of her jaundice and of her other 
symptoms. 

Having arrived at that, what is the practical 
outcome? My diagnosis is that the patient has 
gall-stone, causing vomiting and causing pain, and 
at present producing complete obstruction. You 
cannot be certain that her pancreas is absolutely 
free from growth, nor can you be quite sure that 
her stomach is absolutely free from growth. What 
ought you to do for her? She is in bed, is being 
carefully fed, and one hopes that she may pass a 
gall-stone. Is there any limit of time to that ? I 
remember once seeing a lady who had been deeply 
jaundiced for eleven months. She was married 
and had had eight children, and she was excessively 
wasted* She had had no serious attacks of pain. 
What was the matter with her ? Could anything 
be done ? Her jaundice did not improve in the 
least. I could not feel any lump of any sort, and 
there were no signs' pointing to new growth in any 
region. Although she was wasted and annoyed by 
the jaundice, she did not seem to be at all at her 
last gasp in regard to strength. And I was inclined 
to think that the presence of gall-stone was the 
most likely cause of her obstruction, because with 
new growth, after eleven months, she would have 
presented the appearance of a dying person, which 
she did not. I saw her in consultation with Sir 
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William Jenner, a most acute clinical observer, and 
he agreed with my opinion that she had not new 
growth; he was of opinion that the most probable 
cause of her jaundice was a gall-stone. But, of 
course, he thought it might be caused by some other 
pressure, such as that of an hydatid. The patient 
was jaundiced for very nearly a year, and the result 
was most interesting. One day she had an attack 
of pain and passed a gall-stone, and the jaundice 
was relieved. That, as far as I can remember, was 
in 1879, and she is living at the present day. Since 
then she has been in good health, and has not had 
any jaundice since the passage of the gall-stone. 
That case always seemed to me to be extremely 
instructive, and it impressed upon me the import¬ 
ance of knowing that new growth causing jaundice, 
whether it be a new growth of the head of the 
pancreas, or of the common duct or gall-bladder, 
has a definite duration; it does not go on for an 
unlimited time. How long may it go on ? Roughly, 
something like seven months is about the length of 
time, at the end of which no one will feel any doubt 
that the patient has a fatal disease—new growth. 
If the patient has jaundice for much longer, and is 
not in an obviously hopeless condition—and I am 
always assuming no lump is to be felt—you may 
feel confident that there is no new growth present. 
The duration of the illness in this case is not 
sufficient to cause us to arrive at that conclusion. 
Ought we to wait ? The decision as to treatment 
really rests on those two matters. Supposing this 
woman had had her jaundice for ten months, and 
was no worse than she is now, I should feel that it 
was wise to consider whether her general comfort 
would not be improved most by removing those 
gall-stones surgically. There are many cases in 
which it has been done, and the patient has got 
perfectly well. Ought one to wait all that time ? 
At the end of that time you feel confident that the 
patient has not new growth. If there were new 
growth operation would do no good for the patient. 
Are there any risks attendant upon waiting ? Yes, 
there is the risk of absolute and complete obstruc¬ 
tion, producing cirrhosis of the liver. That must 
not be lost sight of. That was the reason the 
little girl I mentioned to you, aged five, died. 
In this present case, up to just now, the jaundice 
had not been complete, though it is complete at 
present. It has fluctuated, and sometimes there 
has been an exit of bile, and there is no fear of 


cirrhosis being set up. But how shall you decide 
it ? A woman in such bad health, with all those 
nervous symptoms, is clearly not a person to be 
operated upon without the very strongest reason. 

I should be inclined to be guided as to what is 
done by her progress in the next three weeks. If 
her jaundice remains as intense as it is now, with 
no signs of new growth appearing, if she has re¬ 
peated vomiting and obviously does not bear the 
jaundiced condition, then, in spite of her nervous 
condition, I should be inclined to advise her to 
have the gall-stone removed. On the other hand, 
if some bile still exuded, it becomes a mere question 
as to whether she has too much trouble with her 
pain and discomfort to go on bearing it. If she 
can, I should say let her bear it, and I should have 
some hope that the gall-stone would be naturally 
ejected. But if her sufferings were too great I 
should be in favour of having the gall-stone re¬ 
moved. At the present I am giving her olive oil. 
It has been observed in some cases that people 
who take a considerable quantity of olive oil get 
rid of the obstruction of gall-stones quicker and 
with less pain than others. It is said to be due to 
softening of the stone by the oil. Anyhow, the 
stone is got rid of. I have seen a few cases of that 
kind, and it is a remedy which one can quite safely 
try; so I am giving it in this case. But the whole 
case is a very instructive one, as an example of 
what you will be sure to come across in your prac¬ 
tice ; and you are certain to have a difficulty in 
solving in some cases the problem as to what is 
the nature of the obstruction of the common bile- 
duct causing jaundice. 

April 29 th, 1907. 


The Prophylaxis of Ophthalmia in the 
New-born. —Seefelder speaks highly of the value 
of silver acetate as a substitute for silver nitrate as a 
prophylactic against ophthalmia in infants. The 
efficiency of this agent is as great as that of the 
nitrate, while it seems to have no disadvantages. 
In a series of five hundred infants there was no 
demonstrable damage to the corneal epithelium, 
and the conjunctiva did not offer any indications 
of undue stimulation. He considers that silver 
acetate is not inferior to the nitrate in its action, 
while it possesses the advantage that its solutions 
do not become more concentrated through evapora¬ 
tion, whereas, with silver nitrate, a change of this 
nature may lead to serious consequences .—Medical 
Record , vol. Ixxi, No. 14. 
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Physician to the Mount Vernon Hospital for Con¬ 
sumption and Diseases of the Chest; Lecturer 
in, and Dean of, the North-East London 
Post-Graduate College. 

The subject of the nervous disorders following 
injuries has suffered in the past, as a scientific 
matter, from its complication with the question of 
pecuniary compensation for damages received. I 
would therefore suggest that the disease known as 
traumatic neurosis or traumatic neurasthenia should 
be viewed at the present time with a degree of 
mental detachment greater than is usually necessary 
in considering other diseases. The subject, as you 
know, is, in itself, quite apart from any legal associa¬ 
tions, of much importance, largely because its 
occurrence is frequent, and its results disabling and 
persistent. 

What is a traumatic neurosis 1 By a traumatic 
neurosis I would be taken to mean a nervous dis¬ 
order induced by an injury, either physical or 
mental, or both combined, without any evidence of 
its being due to gross structural changes in the 
nervous system—a so-called functional and not an 
organic nervous disorder. It was not until some 
twenty-five years ago that a traumatic neurosis was 
clearly differentiated from other results of severe 
injuries to the nervous system, as seen in cases of 
cerebral or spinal haemorrhage, laceration or com¬ 
pression of the cord from fracture-dislocation of 
the spine, meningitis, and so forth, and often 
spoken of as cases of “railway spine.’’ Although 
many of the latter cases were purely organic, yet 
in some, as is seen every day, there was a com¬ 
bination of surgical injury with a traumatic neuras¬ 
thenia. It is, however, to the cases uncomplicated 
with obvious surgical injuries that I wish especially 
to refer this afternoon. 

The clinical picture of traumatic Jieurosis. —It is 
not desirable that I should trouble you now with 
many details of individual cases, but I should like 
to sketch in rough outline the picture of some that 

* Delivered at the Medical Graduates’ College and Poly¬ 
clinic. 


have occurred Ynore recently in my own experience, 
three of which—hospital cases—you will be able to 
see at the end of the lecture, after which I will 
endeavour to fill up the outline from, less recent 
cases and from other sources. 


Case i. —The first of the three patients who 
have come up to be seen by you this afternoon is a 
man, about 50 years of age, whom I saw for the first 
time a little more than three years ago. Some 
two years before that— i. e. nearly five years ago 
(April 25th, 1902)—lie was in a railway accident; 
an axle under one of the carriages broke, the 
carriage was overturned, and the side of the train 
torn away by a bridge. As the immediate result 
of the injury he was rendered unconscious, and 
was found thus on the line at the end of some 
fifteen minutes. When he came to himself he 
felt a good deal upset, and his back was painful 
and badly bruised, but not cut. After getting over 
the effects of the shock he suffered at intervals for 
many weeks from giddy attacks, but was otherwise 
fairly well. About six months after the accident, 
however, he was forced to recognise that his nerves 
were very bad ; he was obliged to continue his work, 
but he “ was no good for it,” and when he came to 
see me a year later he was little short of a wreck. 
In the meantime, his claims for compensation had 
been met by the railway company. He complained 
to me that he was wretchedly weak ; he was unable 
to sleep, could not think, and could not remember. 
His legs ached, and he was much troubled with 
dyspeptic symptoms—a thing for him unusual. 
He bitterly complained, too, that he was very 
miserable and irritable at home, and he certainly 
looked badly depressed. Objectively, I found 
nothing abnormal, and, under treatment-, he slowly 
improved, but the aching of the legs persisted, and 
he was very easily fatigued. At the end of last 
year—five years after the accident, and three and 
a half years after the question of compensation was 
closed - -he expressed himself as vastly better, but 
not right yet. He suffered from indigestion, was 
constantly tired, and his work needed an effort; 
he could do more work, but he merely, as he said, 
“got through it.” He complained, also, that he 
felt the cold much more than before his accident. 


Still, he slept well and ate well, he was much less 
irritable, he was in better spirits, and his judgment 


was better, but his memory still remained very 
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defective. He is now, in short, at the end of five 
years, not yet quite himself again. 

Cask 2.—The second case is that of a man, set. 
40 years, who, twenty months ago, was rather badly 
assaulted by two ruffians ; he was heavily struck on 
the head and a large bump was raised, but he was 
not rendered unconscious. Ever since then, he 
says, he has not seemed able to settle down. He 
was, however, fairly well for a few weeks after the 
injury, and then gradually became very nervous ; 
he developed a feeling of extreme weakness in his 
back, and walking itself was very hard work. His 
eyes seemed to go against his will from one thing 
to another; he could not concentrate his attention 
on anything. He was greatly depressed ; he slept 
badly, and got up in the morning unrefreshed; he 
felt, he said, as if there were no vitality in him. 
Objectively, except for an excess of the knee-jerks, 
there were no physical signs of disease. There was 
no numbness or anaesthesia, no pain, no sphincter 
trouble, and no limitation of the visual fields. 
There was, in this case, no question of compensa¬ 
tion. He is slowly improving under treatment, 
but still feels weak all day and sleeps badly at 1 
night. His memory is yet defective; he has, 
however, no pain. 

Case 3. —The third case is that of a man, jet. 47 
years, who, three years ago, was struck by an iron 
girder, which, falling on him, as he says, knocked 
him thirty feet. After recovering from the shock 
he resumed work, and did not even apply for sick 
pay from his sick-assurance society. In the course 
of the next six months, however, he gradually deve¬ 
loped a severe and crippling pain in the small of his 
back. He was able, nevertheless, to continue in 
his work, which was merely that of walking about 
and supervising others. About seven months ago 
he slipped from a tramcar, which caused the pain 
to become more severe, especially on stooping to 
lift anything, and for the last five months he has 
been unable to work. There was no evidence of 
any surgical lesion, and when the pain became 
severe his memory became defective, so that he 
would lay things down and forget where he had i 
put them. There was no nervous disease in his | 
family, and beyond an excess of knee-jerks no | 
objective evidence of disease. There was no I 
question of compensation in this case, and he was * 


even deprived of sick-pay, because of having 
returned to work before the pain came on. 

I would also refer to the case of a young man, 
jet. 23 years, a gardener, who fell from his bicycle 
1 and was unconscious for half-an-hour, who, after an 
interval, became unable to work ; he “ could not 
seem to do it right ”; he slept badly, and burst out 
j crying every half-hour. When I first saw him he 
I had been disabled for three years. In his case there 
was no question of compensation. Also to the case 
of a member of Parliament, who slipped on a stone 
stair and was in a condition of invalidism for years, 
in whom, also, there was no question of compensa¬ 
tion. And I would, lastly, refer to an acute case 
reported by I)r. R. L. Guthrie in the 4 British 
Medical Journal ’ of last year, which resulted from 
a railway accident, in which the patient, “ a stolid, 
unemotional Scotchman,’’received no further injury, 
in a telescoping carriage, than that to be ascribed to 
jar and mental upset, who remained for about four 
months unable to concentrate his attention on his 
work. This was the only symptom which persisted 
beyond two months, all the others having slowly 
subsided without any particular treatment except 
rest and tonics. 

The cases I have asked to come up that they 
may be shown you, are, like other slight cases, 

! characterised by the development after an interval 
(called by Charcot the “incubation period”) of 
various disabling subjective sensations, pains, in¬ 
ability to fix attention, defective memory, loss 
of energy, incapacity to endure fatigue, irrita¬ 
bility, and so on ; but in the more severe cases 
in addition to these and other subjective changes 
j to which we shall refer, there are definite objective 
I phenomena which, of course, have distinctly more 
| weight from the point of view of diagnosis. 

In a moderately severe case of traumatic neuras¬ 
thenia the patient has a fairly characteristic expres¬ 
sion ; he looks depressed, pre occupied, and timid. 
His speech may be affected in the way of halting 
or stuttering. He usually complains of pains in 
the back, or occiput, or elsewhere, and has the 
psychical troubles already mentioned. As regards 
the motor sphere, there is often tremor, usually of the 
fine, regular, functional type, but sometimes of the 
coarser, irregular, intentional type, like that of dis¬ 
seminated sclerosis. There is often fibrillary 
twitching in the affected muscles. 

There is often a degree of paralysis, sometimes 
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monoplegic, sometimes paraplegic, oftener, per- I 
haps, hemiplegic, and, as is the rule in functional ^ 
hemiplegias, the face is not affected, and the j 
abdominal muscles usually escape. There is I 
frequently rigidity and contracture of the limbs, 
affecting most the hand and foot, and least the 
shoulder and hip. As a rule, the paralysis is con¬ 
fined to the side of the injury, and in one case I 
have seen, where there was some evidence of injury 
to both sides of the head, the type of the paralysis 
was that of a double hemiplegia. There may be 
some muscular atrophy, but the only electrical 
change the muscles show is a quantitative diminu¬ 
tion in excitability; there is no R. D. 

As regards the sensory sphere, in addition to the 
pains there are often paraesthesiae and numbness. 
Hypenesthetic patches, for example, over the scalp 
or back, are common. The objective sensory loss 
is often marked; there may be relative or com¬ 
plete anaesthesia of one limb or the whole of the 
affected side, or it may even be universal. As a 
rule, the loss to painful and thermal stimuli is more 
profound than that to touch. Sense of position is 
probably rarely lost. 

As regards the reflexes, the rule is, in the severe 
cases at any rate, for the superficial reflexes to be 
diminished, or, if the skin concerned is anaesthetic, 
abolished. When the plantar reflexes are obtained 
they are of the flexor type. The knee-jerks are, 
as a rule, increased, sometimes more so on the 
paralysed side than on the sound side. There is 
no true ankle-clonus or rectus-clonus. The organic 
reflexes, except, perhaps, for retention of urine in 
some cases, are not affected, thus resembling 
ordinary cases of functional nervous disease. 

As regards the vaso-motor functions, there is 
often a degree of cyanosis, with coldness of the 
affected side, and there is sometimes a local 
oedema, which is limited to, or more marked on, 
the affected side if present on both. An arterio¬ 
sclerosis has been described as following the vaso¬ 
motor disturbance, and Oppenheim mentions a 
case in which a sequential arterio-sclerosis was 
limited to the affected side. There is often local 
flushing, and almost invariably a well-marked tache, 
or factitious urticaria, is easily produced by pressing 
on the skin with a pointed object. 

As regards the special senses there is very often 
a diminution or loss of the sense of smell; in my 
experience, when the complaint has been made 


that taste has been abolished, it has proved to be 
present for sweet, saline, sour, and bitter substances, 

/. e, flavours, really scents, being alone unperceived. 
Hearing may be diminished or rendered more sensi¬ 
tive. Central vision is usually unaffected, but peri¬ 
pheral vision is commonly much impaired. The 
limitation of the visual fields, wnich is very frequent, 
is of the concentric type, being usually more marked 
on the anaesthetic side. A hemianopsia, if it ever 
occur in purely functional cases, must be very rare. 

As regards the cranial nerves the pupils are not 
unusually rather sluggish; they may be somewhat 
dilated, and more so on the affected side. I have 
never myself seen true nystagmus or diplopia in 
any case, although defective power of convergence 
is common. 

As regards the other systems digestive disturb¬ 
ance is common, variable alterations in the cardiac 
rhythm are frequent, and a resultant dilatation and 
hypertrophy of the heart have been described. 
Polyuria is frequent, and an albuminuria and a 
glycosuria have been described, but must be ex¬ 
tremely rare. 

Traumatic neurosis in the abstract. — Having 
roughly drawn the clinical picture of traumatic 
neurosis, let us now consider the condition more 
in the abstract, and, first, as to its cause. It is 
probably safe to assert that the cause in nine-tenths 
of the cases is a combination of physical and psy¬ 
chical shock, of which, perhaps, the most frequent 
examples are sudden impact and fright. It seems 
necessary to recollect that in those cases where it 
is said there has been no actual physical injury 
there has yet been not seldom a considerable 
amount of jarring. It would seem, however, that 
a constitutional vulnerability may be a factor in 
some cases, at least. Of ioo people in a bad 
railway accident, perhaps only two or three may 
develop a recognisable and persistent neurosis, and 
yet, on the other hand, there is frequently nothing 
in the previous history or physical character of the 
patient to indicate any such special proclivity. Not 
only does a neuropathic constitution seem to pre¬ 
dispose, but it is fairly certain that toxic states, and 
especially alcoholism, further the development of 
the condition. 

The influence of fright in the production of 
other disease is fairly well recognised. One of 
the worst cases of chorea I ever saw came on in 
a young woman immediately after seeing a man 
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killed by falling from the top of some high buildings 
in the Strand. The presumption is that of twenty 
people who saw the accident she alone, from con- | 
stitutional predisposition (she had had previous 
attacks) and from having a rheumatic poison circu¬ 
lating in the blood, developed the disease, the 
fright presumably lowering the resistance of the 
nerve centres. And so, in the case of a traumatic 
neurosis, the factors would seem to be an inherited 
vulnerability, a fright lowering the resistance of j 
nerve centres, possibly a co-existing or sequential ' 
auto-intoxication and a physical commotio. 

The symptoms, it is true, closely resemble those 
of ordinary functional nervous disease usually 
spoken of as neurasthenia and hysteria, but in their 
mode of development and in their grouping they ! 
present and preserve a type distinct from ordinary I 
neurasthenia and hysteria. Traumatic neurosis has 
not only a definite type, and springs from a definite 
and obvious cause, but essentially similar results 
follow similar causes in the civilised and uncivilised 
(a case was not long ago recorded in a Malay), : 
in the learned and ignorant, the rich (to whom 
compensation might be of no object), and the 
poor. 

About the pathological anatomy of the traumatic 
neuroses little can be said—as little, perhaps, as 
about that of epilepsy. The very name indicates 
that no definite conclusions have been arrived at. 

It is well known, however, that over-stimulation of 
nerve centres produces definite microscopic changes 
in nerve cells in the nucleus and stainable part of 
the protoplasm, as shown, for example, by Hodge 
and others in the case of working bees, and by ! 
Gustav Mann and others in the case of over- ! 
worked dogs. That there is no evidence of lateral j 
sclerosis (an ordinarily accepted indication of 
organic or gross structural disease) is not sufficient 
reason for asserting that there are no minute 
structural changes. Proof or disproof of such is, 
however, difficult to arrive at, largely because such 
cases rarely terminate fatally. In the majority of 
cases with necropsy there have been no pathological 
findings, but in a few cases a degree of degeneration 
of the pyramidal tracts has been found (in four 
recorded by Edes) and in some multiple areas of 
sclerosis, and definite changes in the vessels of the 
brain. Moreover, Schmaus, Bickeles, and others 
have found minute changes in the nerve fibres only 
recognisable by staining by Marches method j 


with changes in nerve cells supervening on experi¬ 
mental concussion of the central nervous system. 

The diagnosis of a traumatic neurasthenia, having 
excluded organic disease, is easy, the clinical picture 
is so characteristic, and its relation to an injury so 
definite. The chief differentiation that has to be 
made is from simulation, which, according to my 
own experience, is rare in this country. In prob¬ 
ably most cases there is some slight exaggeration 
and over-estimation of symptoms, but these are 
really one of the manifestations of the disease 
itself, and, on the other hand, too little importance 
may be attached by the patient to his symptoms 
and disabilities, which takes expression, it may be, 
in a desire to return to work before he is fit to 
do so. The great contra-indication to a diagnosis 
of simulation is the consistent type of the disorder— 
the individual case in itself. But for purposes of 
demonstration, such objective signs as excessive 
knee-jerks, or constantly unequal knee-jerks, hemi- 
analgesia of functional type, concentric contraction 
of visual fields, localised fibrillary tremor, and vaso¬ 
motor symptoms are especially valuable. I need 
not now go into the question of the diagnosis of 
any functional paralysis or sensory disturbance 
from its organic counterpart—that has been done 
here fairly recently. It should be remembered, 
however, that while the constancy of the symptoms 
and their consistent course are strong evidence in 
favour of their reality, yet any variation of them, 
from time to time, is not adverse evidence of any¬ 
thing like the same strength. Particular symptoms 
might fairly successfully be simulated (if they were 
known to the patient, which is often highly improb¬ 
able), but not the entire clinical picture. 

As to prognosis , in the slight cases complete re¬ 
covery may be looked for. In the severe cases the 
outlook is, on the whole, gloomy as far as the re¬ 
covery of capacity for active working life is con¬ 
cerned. The especially unfavourable factors, apart 
from the severity of the injury, are, if the degree in 
which the psyche is affected is great, if there be 
much objective sensory disturbance, or if the cardio¬ 
vascular symptoms are pronounced. Too early re¬ 
sumption of work (depending as it may on poverty, 
which acts prejudicially in other ways) and litiga¬ 
tion are especially prejudicial. Nervous disease 
in the patient or his family, and advanced age, are 
also unfavourable prognostics. 

As to treatment: Here is the patient ill, what is 
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to be done ? Only too often, from the point of 
view of helping him to recover, the question of 
compensation for damages has to be faced. While 
an action is pending, or even if legal worries hang 
on, as I have known them, for years, it is, in my 
opinion, hardy worth while attempting a cure. As 
corollaries of this, on the one hand, it is often well 
to advise patients to compromise what they may 
consider their just claim, so as to get the legal 
factor eliminated at the first possible moment, and 
on the other, if legal proceedings be inordinately 
prolonged, it would seem that the mere prolonga¬ 
tion would entitle to an increase of compensation, 
for it certainly increases the damage. The 
cardinal method of treatment, in the first instance, 
is the rest cure, after the plan of Weir-Mitchell, 
including six weeks rest in bed, with generous 
feeding, electricity, and massage, and, above all, 
with isolation. But this, alas ! for poor persons is 
almost impossible of attainment—a counsel of 
perfection. After the rest cure the ideal thing may 
be travel, change, and distraction, but while often 
a too early return to work has been distinctly 
harmful, yet in slight cases, with a tendency to 
excessive introspection, it is often the wisest plan 
to recommend a limited amount of work. The 
influence of suggestion is of enormous help in 
many cases. It may take this form : after having 
examined your patient from top to toe, and thus 
placed yourself in a position to speak to him with 
confidence, you may assure him that there is no 
evidence of anything incurable in his condition, 
and forthwith proceed to encourage him by any 
and every means. You encourage him to ignore 
his sensations and trouble^, you tell him his feel¬ 
ings are liars, you patiently re-assure him again and 
again when his fears overcome his hopes. Except 
in the slight self-observing cases, although you may 
allow physical exercises in all, you see that the 
complete return to work is for long postponed. It 
is well, I think, to tell the patient at the outset 
that he will not get well quickly, then he will not 
be discouraged by delay, and that he will not get 
well suddenly or uninterruptedly, then he will not 
be disheartened by set-backs. As for treatment by 
drugs, except for an occasional dose of bromide 
when restlessness and sleeplessness are prominent, 
or a little strychnine as a general tonic, but little 
help, I think, is to be obtained from them. 

.\redico-legal considerations. — Strictly* the prin¬ 


cipal matter that the medical man is concerned 
with in this relation is the establishing of a diagnosis. 
The amount of compensation for damage sustained 
is a matter for the jury. But he may well be 
expected to give some indication of the degree of 
disability present, the time probably required be¬ 
fore resumption of work would be safe, the time 
before recovery might be expected, or the possi¬ 
bility, indeed, of no recovery. Among other points 
that should be kept in view are that the condition 
often develops late, develops, as it has been known, 
after small compensation has been accepted, and 
that this interval is an evidence of, and not against, 
the reality of the condition ; also that the treatment 
t most needed, as the rest cure, electrical treatment 
and massage, change, travel, and so on, are very 
expensive, and may well influence the estimate of 
adequate compensation. Because recovery in many 
cases follows speedily on compensation is no 
evidence, it must be maintained, against the 
genuineness of the malady, and in not a few cases 
it does not so follow. And lastly, that exaggeration 
in details (which is to be expected from neuras¬ 
thenic human nature) is absolutely distinct from 
total simulation. 

Conclusions .—The following positions I would 
ask you to adopt, whether or not I have succeeded 
in satisfactorily establishing them : 

(1) A traumatic neurosis is a real and serious 
thing. 

(2) It occurs quite apart from the question of 
compensation for damages. 

(3) It is pre-eminently a disabling malady. 

(4) It has a clear, consistent clinical picture. 

(5) It occurs among the civilised and uncivilised 
and preserves the same type. 

(6) Its treatment is lengthy and costly. 

(7) Its prognosis is uncertain, but always in some 
degree grave. 

j April 29 th, 1907. 


Spina Bifida. —H. Greenburg pleads for the 
j more extended use of operative methods in the 
treatment of spina bifida, and reports a case calling 
attention to certain points in the technique. He 
employs the muscle flap method of Bayer, improving 
on it, however, by utilising the aponeurosis of 
the latissimus dorsi .—Medical Record , vol. lxxi, 
No. 14. 
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LOW BLOOD-PRESSURE, ACTUAL 
AND POTENTIAL. 

Lecture delivered at the Medical Graduates’ College. 

By LEONARD WILLIAMS, M.D., M.R.C.P., 

Physician to the French Hospital, Assistant Physician 
to the Metropolitan Hospital. 


Having considered some of the effects of high , 
blood-pressure, let us now look at the other side i 
of the picture and see what happens when, instead 
of being unduly high, the pressure is, or tends to 
be, unduly low. This might occur in two ways, 
either from feebleness of ventricular contraction or 
from a deficient resistance in the systemic peri¬ 
phery. At our last meeting I explained to you 
that where the ventricular contractions are unduly 
feeble the arterioles contract so as to raise blood- j 
pressure, arid I explained to you the reason. Now, 1 
when the other element which tends to produce 
low blood-pressure, namely the undue dilatation 
of the peripheral arterioles, is in operation, the 1 
heart comes to the rescue by more forcible and 
more frequent contractions. * It is only when we 
have both of these factors in operation, a deficient 
peripheral resistance and an undue feebleness on 
the part of the heart, that we ever meet w*ith a 
blood-pressure which is strikingly below the normal, ! 
and I may say at once that this never occurs except 
as a terminal event, or in those conditions which 
we recognise as surgical shock or collapse. 

To understand most of the problems in connec¬ 
tion with low blood-pressure, or either of the 
factors which may give rise to low blood-pressure, 
we must keep steadily in our minds this central 
physiological fact. The medulla, the seat of life 
itself, must be supplied with blood. Anything in 
the nature of starvation of the medulla means the , 
death of the organism. It is obvious, then, that 
a really sustained low blood-pressure can never 
occur. Low blood-pressures, even when they are 
transient, are, as we have just seen, dangerous in 
the extreme, and if they be not recovered from, 
the medulla being starved, the animal dies. It is j 
this paramount need on the part of the bulb for 
an adequate supply of blood which explains how 
it is that even in extreme feebleness of the heart’s 
action the organism cannot afford to allow the 
pressure to remain low, and, as I explained at our 


last meeting, the arterioles, by providing an in¬ 
creased resistance and thus raising the pressure, 
come to the rescue of the heart. The blood 
pressure may fall, or rather tend to fall, by undue 
dilatation of the peripheral system, and in this case 
it is the heart which comes to the rescue of the 
arterioles. In order to supply the needs of the 
medulla it increases both the vigour and the fre¬ 
quency of its contractions. 

What we have to consider, then, is not so much 
actual low blood-pressure as potential low blood- 
pressure. The blood-pressure never really becomes 
unduly low in the sense that it becomes unduly 
high, so that in estimating this matter the hsemo- 
manometer, which we know to be of paramount 
importance in the determination of blood-pres¬ 
sures which are above the normal, is of little 
or no service to us in estimating blood-pressures 
which tend to fall below the normal. How, 
then, are we to realise that something of this 
kind is going on ? When the seat of the difficulty 
is with the heart, an ordinary examination of the 
cardiac area by palpation, percussion, and auscul¬ 
tation can scaicely fail to tell us that the central 
organ is labouring under difficulties, but when the 
trouble is in the periphery, when the fault lies, not 
with the heart, but with the terminal arterioles, if 
the haemomanometer will give us no information, 
how are we to be warned that there is trouble 
ahead ? 

We have already seen that in cases of undue 
dilatation at the periphery the heart increases the 
number and vigour of its contractions, and the 
clinical result of this will be the production of 
tachycardia. When, therefore, we find tachy¬ 
cardia which is not to be explained by any cause 
discoverable in the heart itself, we ought always to 
consider the tonicity of the arterioles as lying under 
grave suspicion. To confirm this suspicion is, 
fortunately, a very easy matter. In dealing with 
high arterial tension I explained to you that a 
rough-and-ready but a sufficiently accurate method 
of estimating the pressure of the blood was what 
is called the stability of the pulse.* The normal 
difference between the pulse-rate in the recumbent 
as compared to the upright posture is from eight to 
ten beats per minute, the rate recumbent being 
that number fewer than the rate when standing. 
When these rates approximate, the pressure is 


* H uchard, * Consultations M^dicales.’ 
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unduly high ; when these rates diverge, the pres¬ 
sure tends to be unduly low. 

Leonard Hill, who has carefully studied the 
effect of change of posture on the blood-pressure, 
says : “ A useful clinical guide to the condition of 
the compensatory mechanism in man is afforded 
by the rate of pulse on change of posture. If the 
heart becomes greatly accelerated on rising from 
the horizontal to the vertical position, the vaso¬ 
motor tone is deficient.” 

If, then, we find a person who presents what we 
call tachycardia as one of his physical signs when 
standing, and we lay him down flat on his back so 
as to empty his abdominal vessels, a fall in the 
pulse rate will indicate that his tachycardia has 
been due to undue dilatation in the arterial 
system. By emptying his abdominal vessels we 
supply the right side of the heart with a fuller 
stream of blood, and the organ recognises at once 
that the necessity for more rapid contraction has 
for the moment passed. 

Now, the question which naturally arises is, What 
are the clinical conditions in which blood-pressure 
tends to become too low ? I have already men¬ 
tioned surgical shock and collapse as examples of 
this condition in its extreme state—and here let 
me say that it is in conditions such as these that 
the patient bleeds to death into his own vessels. 
You know, of course, that the amount of blood in 
the vascular system generally is surprisingly small 
in comparison to the total capacity of the system 
as a whole, and that it is quite possible for the 
abdominal veins alone to contain all the blood 
which is in the body. If the vasomotor tone is 
grossly deficient, and if this deficiency of vaso¬ 
motor tone is accompanied, as in the cases to 
which I am referring, by a deficiency of cardiac 
power, all the blood in the system remains in 
this “ abdominal pool ” or “ splanchnic lake,” as 
it has been called, and the heart, being without 
work to do, ceases its contractions. In lesser 
degrees of deficiency of vasomotor tone the heart 
is able to come to the rescue, and the blood- 
pressure is maintained at a level adequate for 
the needs of the medulla. 

In copsidering the question of how it is that 
the vasomotor tone should become deficient, we 
are met by the same difficulty as that which con¬ 
fronted us in explaining how it is that the vaso¬ 
motor tone is in some cases excessive ; and, as in 


the case of excessive vasomotor tone, we have to 
explain the occurrence of deficient vasomotor tone 
by the assumption of the action of a toxin. It 
does not seem to me that the assumption is a very 
large one. Certain drugs produce vaso-constric- 
tion, others vaso-dilatation. Why should it not be 
that certain poisons, whether they be of endogenous 
or exogenous origin, should produce in some cases 
vaso-constriction and in others vaso-dilatation ? 

Another factor which may operate in the pro¬ 
duction of inadequate vasomotor tone is unques¬ 
tionably connected with development. I shall 
refer to this matter presently, but here let me say 
that in my judgment the cases of so-called cyclical 
or postural albuminuria are, the majority of them, 
instances of deficient vasomotor tone produced in 
the adolescent by the fact that compensatory power 
has not been developed pari passu with growth. 

Of poisons which are responsible for vaso-dilata¬ 
tion tubercle is certainly one of the most powerful. 
Addison’s disease, and, indeed, tuberculosis in any 
part of the body, is always accompanied by a 
deficiency in vasomotor tone. A very practical 
clinical point emerges from this consideration, 
and that is t that where we find a tachycardia 
which on examination by the postural method 
proves to be due to deficiency of vasomotor tone, 
then we should always be on our guard lest 
tubercle in some portion of the body should be 
the cause. I do not, of course, suggest that 
there are no other causes. Any wasting disease, 
especially carcinoma and other diseases which 
interfere with nutrition generally, will give rise to 
potential low blood-pressure, and hence to tachy¬ 
cardia. A tachycardia which is not explicable on 
any obvious ground, such as those I have men¬ 
tioned, and conditions such as Graves’ disease, 
with which it is known to.be associated, should 
make us very suspicious that we are in the 
presence of early tuberculosis. The poison of 
tubercle, remember, is a very powerful vaso dilator 
in the same way that the poison of gout is a 
powerful vaso-constrictor. It is often said that 
tubercle and gout are mutually exclusive, and 
there seems to be some ground for the theory 
when we consider that the one is characterised 
essentially by high blood-pressure, and the other 
by low blood-pressure. 

We know that the vasomotor tone in the peri: 
pheral vessels is due to the action of the nervous 
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system ; we know that poisons may influence this 
nervous system by exciting, now its power of dila¬ 
tation, anon its power of contraction. But the 
most important thing to recognise in connection 
with the nervous system is not, perhaps, that it is 
susceptible to the influence of poisons, but that it 
is normally capable, so to speak, of controlling 
itself. ' 

As practical physicians we are constantly dealing 
with people in explanation of whose subjective 
troubles we can only say that there is a deficiency 
of control : and what is true of the higher centres 
is equally true of the lower centres. There ought 
to be a balance between every motive force and its 
accompanying control force. In the scheme of 
evolution of the individual, the motive force is 
always developed in front of the corresponding 
control force, so that if want of balance there be, 
it is usually the control force which is deficient. 
As in the case of the hysterical woman, the control ( 
force may be there, but it is not adequately exer¬ 
cised. So it is with the centres which preside over 
the calibre of the blood-vessels. The due balance 
between vaso-constriction and vaso-dilatation is a 
very subtle and a very delicate matter. It is, in 
some cases at any rate, developed with difficulty, j 
and the equilibrium even when established is 
easily upset. I 

This has a bearing on the question of cyclical ) 
albuminuria to which I have referred above. I 
have examined a good many cases of functional 
albuminuria from the point of view of the adequacy 
of the vasomotor control, and I have found that | 
the vast majority of them present the phenomenon I 
which is characteristic of deficient control, namely 
some degree of tachycardia, which is notably 
and conspicuously lessened when the patient 
assumes the recumbent posture. This I believe 
to be due to undeveloped adjustment of the | 
various forces which produce vasomotor balance. 

I propose elsewhere to deal with the matter 
in detail, so that here I will not trouble you | 
further than by saying that albuminuria is not, as 
we are sometimes prone to think, necessarily a 
symptom of renal disease. It is present, of course, 
in many cases of heart disease. VVhat albuminuria 
means in these and in other cases where there is I 
no reason whatever to believe that the kidneys are 
involved, is simply that the vasomotor control in I 
the renal vessels themselves is inadequate. Either | 


the blood elements are forced through the filter 
so rapidly that a certain amount of albumen 
passes with them, or the blood remains so long 
in the renal vessels that the albumen escapes 
through the walls of the tubules which have been 
damaged by the undue stasis. Either of these may, 
of course, happen in renal disease, but they may 
also happen in states where the fault lies, not with 
the kidneys, but with the circulatory system. And 
this want of vasomotor control, although it is 
present typically in adolescents, may nevertheless 
occur in people of mature age. 

I remember a young man who was kept in bed 
for several months for a surgical injury to his head. 
Up to the moment of his accident he was in robust 
health, but after he was allowed to go about, he 
developed malaise on very slight exertion, irri¬ 
tability of temper, and other subjective symptoms. 
When I saw him he had a definite cloud of albumen 
in his urine, and, although his heart was perfectly 
normal in every respect, he exhibited the pheno¬ 
menon of a very rapid pulse which fell about thirty 
beats per minute when he had been in the re¬ 
cumbent posture for a very short space of time. 
The presence of the albumen naturally made me 
uneasy, but I took my courage in both hands and 
gave a very hopeful prognosis. This I did because 
I felt sure that there was nothing organically wrong 
with the fine specimen of humanity I had been 
examining, that the marked instability of the pulse 
meant want of vasomotor control, and that the 
albumen was due to the absence of that control in 
the renal vessels. This general want of vasomotor 
control I attributed to his long sojourn in bed. 
There had, during that time, been no need for the 
blood-vessels to exercise the “ see-saw ” which 
they are obliged to exercise under normal circum¬ 
stances, and the control mechanism went to sleep. 
Use gives rise to increase of function ; disuse gives 
rise to abeyance of function. The result proved 
that I was justified in this view of the matter, for 
the gradual but sustained return to his former 
mode of life was unattended with any difficulty, 
and he has now had no symptom, either subjective 
or otherwise, for several months. 

The condition in which we meet with the most 
pronounced degree of low tension is certainly 
neurasthenia. Neurasthenia means wastage of 
nervous energy, and this wastage will show itself 
occasionally in the vasomotor centre in a very 
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marked manner. We have seen that it is the 
business of the vasomotor centre to maintain the 
blood-pressure at a certain level, and that when 
this centre is healthy it plays its part extremely 
well. In neurasthenia, as in surgical collapse and 
shock, the vasomotor centre is thrown out of gear 
and it is unable consequently to call the arteries 
to the rescue when the heart is at fault or the 
heart to the rescue when the arteries are at fault. 
The border-line, therefore, between pronounced 
neurasthenia and slight degrees of shock or collapse 
is, from the point of view that we are considering, 
extremely difficult to define. 

Clinically, it is often very difficult to distinguish 
between hysteria and neurasthenia. The diagnosis 
is aided, sometimes very conspicuously aided, by 
the use of the haemomanometer. Hysterics suffer 
from undue vaso-dilatation, it is true, but, their 
hearts being as a rule intact, they do not suffer any 
very great inconvenience in the recumbent posture. 
Their pulse rate in this posture falls and they feel 
romfortable. With a neurasthenic it is different. 
In his case the heart is unable to come to the 
rescue, because his medulla is affected, so that 
he is almost, if not quite, as miserable in the 
recumbent posture as he is in the upright, because 
the rapidity of his pulse does not undergo any 
very marked amelioration when the recumbent 
posture is adopted. 

I may say, parenthetically, that where we have to 
do either with hysteria or with neurasthenia we can¬ 
not be too careful in searching for any and every 
possible cause of nervous leakage. The com¬ 
monest of all these causes is, in my experience, 
slight errors of refraction, and the next most com¬ 
mon are the difficulties which arise from obstruc¬ 
tion to free nasal respiration. In cases of want of 
nervous control in women we are perhaps too apt 
to pay exclusive attention to the pelvic organs, and 
if we find in these no sufficient cause for the 
nervous instability, the tendency is to condemn 
the unfortunate patient to carry about with her the 
label of an incorrigible neurotic. The correction 
of slight errors of refraction in these cases will very 
often transform the patient from a useless, aimless, 
creature into one who is purposeful and helpful. 

Of acute diseases typhoid fever is the one in 
which the haemomanometer is probably the most 
useful. We know that the pulse in this condition 
is usually very much slower than the height of the 


temperature would lead one to expect—that, 
indeed, a slow pulse with a high temperature is so 
characteristic of the disease that when during its 
progress the pulse quickens so as to beat what may 
be called a normal ratio to the temperature the 
occurrence is of evil omen. The complications 
which are liable to terminate this disease are 
haemorrhage, collapse { and perforation. Now, if 
we find ourselves in the presence of a complica¬ 
tion which is obviously one of these three, the 
haemomanometer may afford us considerable in¬ 
formation ; for whereas haemorrhage and collapse 
are both attended by a distinct fall in the blood- 
pressure the occurrence of perforation is, on the 
other hand, usually attended by a brisk rise. The 
stimulation of any sensory nerve, as we know, will 
cause a rise in arterial tension, and it is to be 
supposed that the pain which accompanies inter¬ 
ference with the peritoneum is the cause of the 
rise which characterises perforation. Of course, 
to be of any real service in giving us information 
of this kind it is necessary that the haemomano¬ 
meter should be used regularly throughout the 
course of the disease. Fitful observations made 
at irregular intervals are of no more service than 
similar observations on the temperature would be. 

Briefly to recapitulate, I may once more point 
out that really low readings on the haemomano- 
meter—readings, that is, of 80 mm. Hg. (systolic) or 
less—indicate some serious interference with the 
vasomotor centre in the medulla. When the 
control nervous system is unaffected the pressure is 
maintained at or about the normal of 100 mm. Hg. 
or upward by the ordinary compensatory mecha¬ 
nism reacting to the call for arterial blood by 
the medulla. When from any cause there is no 
adequate response to this call, or when the call 
itself is not strong enough, death is the inevitable 
result. The lesson that we have to learn is that 
although the haemomanometer when properly 
employed always speaks the truth, it is nevertheless 
incapable of giving us more than facts. It is upon 
the correctness or otherwise of our interpretation 
of those facts that its value as an aid in diagnosis 
must necessarily depend. 

April 29 th % 1907. 
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SOME UNUSUAL FORMS OF 
PYREXIA* 

By FREDERICK TAYLOR, M.D., F.R.C.P., 
Senior Physician to Guy’s Hospital. 


I Gentlemen,— The temperature of the body in 
disease has always formed an essential part of the 
study of the physician, but we now well know that 
the observations upon it must have been very im¬ 
perfect and little trustworthy until the construction 
of clinical thermometry conferred upon these 
observations an accuracy they had not previously 
possessed. 

Wunderlich’s well-known work upon the tem¬ 
perature in disease, of which the first edition was 
published in 1868, the second in 1870, and an 
English translation in 1871, was the first attempt 
to treat of the matter in detail, and not only was 
this English translation the first book accessible to 
the profession in England, but, I believe, no other 
complete treatise on that subject has since appeared 
in this country. 

Some years ago there appeared in France a large 
work on the subject, which I had an opportunity 
of looking into, but of which I unfortunately forget 
the author’s name; but since then I do not 
remember to have seen a work dealing with this 
aspect of disease exclusively. 

To anyone, looking about for a subject where¬ 
with to make his name famous, I freely offer the 
suggestion that he should write a new book on 
temperature in disease ; but it will be obviously an 
immense task, when we consider that there is 
scarcely a disease in which variations of tempera¬ 
ture may not occur; and that the course of tem¬ 
perature in any familiar febrile complaint presents 
a much greater variety than was once imagined. 

* Delivered before the Lambeth Division of the Metro¬ 
politan Counties Branch of the British Medical Associa¬ 
tion. 
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No treatise on medicine can be complete without 
constant reference to the subject, and hence it 
may be considered a work of supererogation to 
deal with this one branch of symptomatology 
separately. Still, I must confess, I should like to 
see it attempted. 

The time at my disposal to-day scarcely allows 
me to say anything about the history of clinical 
thermometry, further than to remind you that it was 
in the period between i860 and 1870, in England 
at least, that the use of the clinical thermometer 
began to be general, and that its use was much 
facilitated by the reduction of the thermometer’s 
length from eight or ten inches to six inches at the 
instance of Professor Clifford Allbutt, then in 
practice in Leeds. The further reduction of the 
instrument to half that size, and the education 
of the nurse to its regular and constant use, have 
still more facilitated the application of thermo- 
metrical observations to diagnosis and prognosis. 

If I were really commencing the treatise, which 
I have just invited the ambitious spirits among you 
to write, instead of dealing with a very small 
section of it, I should commence with a full dis¬ 
cussion of the physiological side of the question. 
But this, also, I must not do; and I must content 
myself with reminding you of the remarkable uni¬ 
formity of the temperature in warm-blooded animals, 
presenting, as it does, in man at least, scarcely any 
variation for months or {years, except the daily rise 
and fall of from one to one and a half degrees 
Fahrenheit. 

Whatever may be the explanation of this, there 
is no doubt that the most frequent cause of the 
disturbance of the uniformity is the presence of 
some infectious agent, which, either in the shape 
of organisms or of one of the toxins yielded by 
them, acts upon the heat centres in such a way as 
to raise the temperature; and this disturbance of 
the temperature is one of the earliest occurrences 
to be manifested subjectively or objectively in a 
great number of the well-known infectious diseases. 
And not only so, but the variations of temperature 
may be for days the only manifestation of disease 
other than the malaise, headache, and anorexia, 
which so often accompany pyrexia; and hence the 
pyrexia may be the only symptom upon which a 
suspicion of the nature of the disease may have to 
be based. 

Diagnosis .—-No doubt the profession in general, 


and the individual student, has gone through 
various phases in relation to the value of tempera¬ 
ture in diagnosis. The hope was, of course, early 
entertained that the temperature of each febrile 
disease would prove to be absolutely distinctive 
of the disease. There is a certain amount of truth 
in this proposition—that is, a small number of 
diseases can be recognised from their chart when 
the disease has terminated and the chart is com¬ 
plete ; but this does not give full satisfaction to the 
practising physician who wishes to make his dia¬ 
gnosis in the early days of the disease ; and a very 
little consideration will show that we could hardly 
expect—when we have to deal with some forty 
infectious diseases recognised to occur in English 
practice, of which the larger number are accom¬ 
panied by fever, to say nothing of so-called septic 
infections and surgical complaints—that the per¬ 
formances of the temperature should, in the first 
two or three or even five or six days, be all diffe¬ 
rent and distinctive. 

This problem of the early recognition, or diagnosis, 
of a febrile complaint is one that is constantly pre¬ 
senting itself, and may give rise to the greatest 
anxiety; this anxiety becomes acute about the 
eighth or tenth day of an illness, in which there is 
little else but the fact of pyrexia to assist the 
observer. 

It is, of course, desirable that one should have 
in one’s mind the pathological conditions, or, shall 
we say, the particular toxins which may give rise to 
a prolonged febrile illness, because it is often from 
the omission to remember the occurrence of some 
of the rarer complaints that a mistake may be made, 
or that a delay in correct diagnosis occurs. Thus 
some diseases are common and familiar, such as 
typhoid fever, influenza, tuberculosis, and broncho¬ 
pneumonia. Others are rare, such as malignant endo¬ 
carditis, suppurative pylephlebitis, other varieties of 
internal pyaemia, pernicious anaemia, syphilitic fever, 
lymphadenoma, leukaemia, and allied diseases. 

We must admit, unfortunately, that diagnosis is 
often difficult, that the temperature is not always 
distinctive, at least in the early days of the disease, 
that other symptoms which would give assistance 
are either absent or delayed, or are divisible into 
two groups, one of which suggests one disease, and 
the other group something quite different; since 
Nature has so far made no compact with the pro¬ 
fession that she will reveal the processes which are 
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going on in the body, either for the convenience 
and safety of the patient or for the credit of the 
physician. 

I propose to-day to call attention to some diseases, 
or disorders, in which the temperatures are of interest, 
either from their distinctive features, or their varia¬ 
bility, or for other reason. 

Pyrexia in Hodgkin's Disease. 

I wish, first of all, to call your attention to a 
form of pyrexia, which I have made the subject of 
an article in the volume of the ‘ Guy’s Hospital 
Reports,’ recently published. The occurrence of 
a chronic, relapsing pyrexia in Hodgkin’s disease 
is no recent discovery. It was described by Sir 
William Gowers so long ago as 1879, in ^ ie fifth 
volume of Sir Russell Reynolds’ 4 System of 
Medicine ’; not, indeed, as a constant phe¬ 
nomenon, but as one of three types of the pyrexia 
which he found to have been present in twenty- 
seven out of forty cases in which the temperature 
had been carefully noted. 

I find that I myself recorded, many years ago, 
a case of the kind in the 4 Transactions of the 
Pathological Society.’ This was a case which was 
in the Evelina Hospital for Sick Children in 1879, 
and was shown before the Pathological Society in 
November of that year. 

It is not always safe to assume that because you 
have forgotten a thing yourself that everyone has 
forgotten it too; but it certainly seems to be the 
case that this description of Sir William Gowers’ was 
not known to everyone, and the importance of the 
recognition of this form of pyrexia, as a factor in 
the diagnosis of Hodgkin’s disease, has been im¬ 
pressed upon me within the last two or three years. 

But I must at least give you some idea of what 
the pyrexia is like. Gowers said : “ A second type 
is characterised by periods of pyrexia in which for 
several days a high temperature is maintained, the 
daily variation being slight. Alternating with these 1 
pyrexial periods are intervals of several days in | 
which the temperature is normal, or nearly so.” | 

Judging from cases published in my paper, and ! 
from others published by German authors and by 
Professor Musser, of Philadelphia, it is clear that [ 
the patient with Hodgkin’s disease does suffer some- | 
times from attacks of pyrexia, separated by intervals | 
of apyrexia. The attacks of pyrexia vary in length j 
from six to twenty, twenty-five, or thirty days; the | 


intervals of apyrexia vary within similar, but some¬ 
what smaller, limits—from six to twenty days. 

During the pyrexia the temperature gets from 
day to day higher and higher, that is, each morning 
being higher than the preceding morning, each 
evening higher than the preceding evening, until 
an acme is reached, when a fall by lysis takes place, 
each morning lower than the preceding morning, 
and each evening lower than the preceding even¬ 
ing, until the temperature is subnormal, or only 
normal. Even then the same disposition is 
observed—that is, for the temperature in the 
apyrectic period to gradually creep day by day to a 
lowest point, between 96° and 97 0 F., from which 
there is a gradual rise, and gradual transition by a 
perfectly uniform process into another pyrexial 
period. 

Mindful of the term “ chronic relapsing fever,” 
or “ pyrexia,” which has been used for this, I have 
pointed out the difference it presents as compared 
with relapsing or spirillum fever, the epidemic 
disease due to the Spirochceta Obermeieri , in this 
that each febrile period does not end by crisis, but 
by a typical lysis. 

Moreover the lysis or fall is of nearly the same 
length as the rising period, so that in a chart 
the curve or arc, or to put it mathematically, 
the locus either of the evening temperatures or of 
the morning temperatures, forms an almost sym¬ 
metrical arc or curve, of which the highest point 
in each corresponds almost exactly to the day 
which is the middle in point of time between the 
first and last day of the pyrexia. The same is 
true, at any rate, in some cases, of the depression 
into the subnormal area during the intervals of 
apyrexia. 

Another interesting point about these excursions 
of the temperature is, that they may be repeated 
for several months. This was the case in two of 
my cases published in the * Guy’s Hospital Reports,’ 
in some of the German cases, and in those of 
Professor Musser. 

The importance of the recognition of this form 
of fever is that it may serve as a suggestion of a 
differential diagnosis between glands enlarged as a 
part of Hodgkin’s disease, and glands enlarged by 
tubercular caseous disease. Secondly, it may 
serve as a reason for suspecting or even diagnosing 
Hodgkin’s disease in a case in which the disease is 
confined to such deep-seated, inaccessible glands as 
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the bronchial, mediastinal, and mesenteric glands, 
and in which the external glands (cervical, axillary, 
and inguinal) are not enlarged. Ebstein published 
a case in which this chronic, relapsing pyrexia was 
present, and no cause, not even enlarged glands, 
could be found to account for it. He called it 
“ chronic relapsing fever—a new infectious dis¬ 
ease,” and, as is usual in similar cases, other 
people called it Ebstein’s disease. But when the 
patient died the internal glands were all enlarged, 
and hence there can be no doubt that the case was 
one of Hodgkin’s disease, and nothing really new. 
Pel had a similar case, in which the fever was of 
the same kind, the spleen was enlarged, a little diar¬ 
rhoea was present, and typhoid fever was diagnosed. 
The occurrence of relapses of the pyrexia was attri¬ 
buted to a too hasty return to a solid, or semi¬ 
solid, diet. From the presence of some anaemia, 
lymphadenoma—pseudoleukaemia, as the Ger¬ 
mans call it—was, indeed, suspected, but Pel says 
innocently, “ In this case the course of the fever 
was quite unintelligible.” This was in 1884, when 
the idea of a relapsing fever in Hodgkin’s disease 
was not generally entertained. Similarly puzzling, 
only a few years ago, was the same kind of 
fever in a gentleman (my Case 1) who had some 
enlarged glands in the neck, suspiciously like 
caseous or tubercular glands; but from the point 
of view of Hodgkin’s disease, the pyrexia can be 
explained. Information is, perhaps, still wanting as 
to the proportion of cases in which this pyrexia 
occurs, and as to its variations; for instance, in 
one of my cases, for a part of the twelve months 
during which the temperature was recorded it 
consisted of alternating higher and lower pyrexial 
temperatures, rather than an alternation of pyrexia 
with apyrexia—a condition of affairs less distinctive, 
and less different from familiar tubercular and septic 
phenomena. 

Pyrexia of Malignant Growths. 

Not very remote from the subject of pyrexia in 
lymphadenoma is that of the temperature in cases 
of malignant and other new growths. Undoubtedly, 
the general impression is that cancer may run its 
course entirely without fever, and equally without 
doubt, it sometimes does. But exceptions are not 
infrequent; partly, it is true, because of secondary 
conditions, such as the suppuration of an intestinal 
cancer, or the infection with pyogenic organisms in 


cases of pulmonary cancer. Fever is sometimes 
present, which is less simply explained. 

Referring to the history of opinion on this point, 
we find that Wunderlich deals very briefly with the 
temperature of cancer. He says (p. 429): “ It is 
a peculiarity of cancer cases that elevated tem¬ 
peratures are comparatively rare, and that the 
temperature generally maintains itself on a normal, 
or even subnormal, plane, which, however, by no 
means precludes the occurrence of high tempera¬ 
tures through intercurrent complications, or at the 
close of the disease. But fever temperatures of 
long duration are, at least, rare in cancer patients.” 

The English translator, Dr. Bathurst Woodman 
adds about half a page of text, in which he gives 
observations of his own and other English physi¬ 
cians in general confirmation of this view. 

Dr. F. T. Roberts, in his valuable article on 
“ Intra-thoracic New Growths ” in Professor Clifford 
Allbutt’s ‘System of Medicine,’* quotes from Dr. 
Wilson Fox: “ Acute general infiltrating cancer 
may run a course almost indistinguishable from 
that of acute pneumonia, commencing with rigors, 
herpetic eruption, high fever, with rapid consoli¬ 
dation of the lung and albuminuria.” And, again, 
from the same author: “In other cases of this 
class, the disease, with almost identical symptoms, 
runs an acute course, marked by fever, sweating, 
and rapid emaciation, occasionally combined with 
delirium or coma, and having a deceptive re¬ 
semblance to tubercular meningitis.” 

I)r. Roberts himself, in his summary of the 
“General and Remote Symptoms,” says: “With 
regard to pyrexia, it is, as a rule, practically absent; 
and, indeed, in connection with cancerous or sarco¬ 
matous growths, the temperature is often below the 
normal. During the progress of malignant disease, 
however, fever is likely to occur, and, in the last 
stages, it may be of a hectic type.” And he goes 
on to say: “ When lymphadenomatous growths 
develop within the chest in connection with 
Hodgkin’s disease there may also be considerable 
pyrexia with a peculiar range of temperature.” 
This is, of course, the kind of temperature of which 
I have already treated. 

But returning to cancer, I have long ago observed 
a case in which the rapid dissemination of cancer 
nodules through the whole of both lungs was accom- 


* Vol. vi, pp. 91, 115, 123. 
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panied by pyrexia. As it was in what we may call 
“ pre-bacillary days,” I found a possible explanation 
in the resemblance of a widely disseminated cancer 
to a widely disseminated tubercle. To those general 
statements I do not know that there is much posi¬ 
tive to add. No real attempt is made by either of 
the above writers to show why some cases of cancer 
are accompanied by fever and others are not. What 
is of practical importance is to recognise that a 
definite and constant pyrexia of septic type, even, 
does not exclude cancer. 

There are cases, as I have already implied, in 
which a cancerous growth, insidiously forming, may 
first declare its existence by some inflammatory or 
septic change, which is, indeed, secondary, though 
the first thing manifested externally or even recog¬ 
nised by the patient. An instructive case is that 
of a gentleman, set. 48 years, who, during the 
prevalence of influenza, was taken with pain in the 
left side and fever. The temperature rose to 102° 
or 103° F. in the evening, and he perspired pro¬ 
fusely. Within three weeks the left chest was dull, 
and it was explored for fluid, but none was found. 
The fever continued, he expectorated muco-pus, 
and a week later the chest was again thoroughly 
explored, with a negative result. Three and a half 
weeks later another extensive exploration, involving 
seven punctures under an anaesthetic, revealed 
nothing. The fever continued. In the fifth month 
the sputa were purulent and offensive. Early in 
the sixth month there were signs suggestive of a 
cavity in front, above the left nipple. Exploration 
in the axillary region now yielded pus ; incisions 
were made, and drainage-tubes were inserted. A 
slight remission of the fever was only temporary, 
and he gradually sank, and died after an attack of 
haemoptysis, six and a half months from the first 
symptom. The post-mortem examination showed 
a cancer of the left bronchus, causing bronchiec¬ 
tases, with purulent secretion, and it was the bron¬ 
chiectases which had been opened and drained. 
It seems likely that the growth of the cancer as 
such was not the cause of pyrexia, but that when its 
mechanical obstruction of the tubes led to retention 
of secretion and septic changes, then fever occurred. 

A somewhat allied case is the following, in which 
a gentleman was operated on a third time by 
Mr. Arbuthnot Lane, for cancer of the jaw and 
tongue on the right side: Regarded as convales¬ 
cent, and going out for the first time, he was 


imagined to have caught a chill, had pain in the 
left side, and a rise of temperature the same even¬ 
ing. The following day there were extensive riles at 
the base, back, and front, together with diminished 
breath-sounds, but no dulness. Two days later there 
was bronchial breathing over the scapular region, 
but no pronounced dulness. ^Egophony was then 
heard, and fine riles, but the persistence of moderate 
percussion resonance kept us from exploration until 
the tenth day, when aspiration in the eighth space 
yielded only 2 drms. of fluid. The fever continued, 
and the physical signs remained much the same— 
dulness only at the extreme base, above this 
bronchial breathing with fine riles and segophony, 
in front extensive friction. Another exploration 
on the seventeenth day was negative. The next 
day he went home into the country. His medical 
man again explored, with a negative result, and the 
patient died a few days later. 

There can be no doubt that this was a case of 
infection of the lung by cancer from the mouth or 
neck. Probably the infection had taken place 
already at the time of the operation, possibly before 
or shortly after, but at any rate prior to his first 
chest symptoms, which must have been due to the 
extension of sepsis in some form to the surface of 
the lung. 

The important point, however, is to note that 
even if the fever is due to a secondary sepsis its 
occurrence should not of itself exclude the con¬ 
sideration of cancer as a possible primary cause. 

Of* another kind is the following case, which 
occurred under my care at Guy’s Hospital, and 
which shows that a malignant growth of lympho- 
sarcomatous type may be accompanied by a pyrexia, 
which is unexplained by such septic processes as 
were present, certainly, in the first case, and most 
probably in the second. 

It is the case of a man, ast. 24 years, who was in 
Guy’s Hospital three calendar months, dying there 
on September 6th last year. His first symptom 
was swelling of the. face three weeks before admis¬ 
sion, so that the total duration of his illness appeared 
to be sixteen weeks. 

The disease was a lympho-sarcomatous tumour 
in front of the pericardium, and of the right lung, 
compressing the right pulmonary artery and grow¬ 
ing into the superior vena cava. There were the 
usual external evidences of an obstructed superior 
vena cava ; and I may here pass round a copy of the 


Digitized by 


Google 



54 The Clinical Journal. ] 


DR, FREDERICK TAYLOR. 


[May 8,1907. 


temperature chart, on the back of which you will 
see a rough sketch of the patient. 

The temperature was constantly pyrexial from the 
day of his admission to the day of his death ; and 
there were rather irregular periods of higher and 
lower pyrexia, very like some of the cases of 
Hodgkin’s disease. This, indeed, led me to sus¬ 
pect at one time that the intra-thoracic growth 
might be of lymphadenomatous nature. 

While still working at this subject, I saw a paper 
in the 1 British Medical Journal,’ of February 9th, 
by Dr. J. W. Russell, of Birmingham, upon this 
very question of the bodily temperature in certain 
cases of cancer. He deals with cancer of the liver, 
and he refers to fifty-two cases of the disease, in 
thirteen of which the gall-bladder or bile-ducts 
were involved, and in thirty-nine of which they 
were free. 

Of the latter group, in twenty-five, or very nearly two 
thirds (64*1 per cent.), there was pyrexia. In fifteen 
of the cases the rise of temperature was not very 
great; in seven it was considerable. And it is 
interesting to note in connection with what I have 
already discussed, that Dr. Russell often observed 
“ a curious tendency towards alternations of periods 
of pyrexia and apyrexia, or periods of higher and 
lower temperature.” 

Of the thirteen cases in which the bile-passages 
and gall-bladder were involved, only three were free 
from pyrexia; and amongst the pyrexial cases of 
this group, not only was the fever often very high, 
but rigors occurred, so that suppuration was more 
than once suspected when it was not present. 

These observations of Dr. Russell’s form an 
interesting confirmation of the conclusions already 
come to—that the presence of pyrexia must not be 
allowed of itself to exclude a diagnosis of even un¬ 
complicated malignant disease. 

Pyrexia in Syphilis . 

I will briefly allude to the occurrence of pyrexia 
in syphilis, a subject about which information still 
seems curiously defective. The general impression 
is that in the primary infection there are no general 
symptoms; that in the secondary stage there is some¬ 
times a course of pyrexia, and there is surprisingly 
little said, as a rule, about disturbances of tempera¬ 
ture accompanying tertiary phenomena. Even in 
comparatively modern treatises and articles the 
subject is very scantily treated. Wunderlich w r as 


fully alive to the occurrence of fever in syphilis, and 
makes the following general observations upon it: 

First, that syphilitic symptoms may occur “ with¬ 
out any fever, and there is, perhaps, no form of 
luetic manifestation which may not develop itself 
and run its course perfectly free from fever.” 

Secondly, the fever is far more common than is 
generally supposed, and has distinctive features. 

Thirdly, rise of temperature is most common 
when the first extensive hyperaemic papular or 
pustular skin eruptions are developed. 

The temperature has a remittent type, falling 
to normal in the morning, and rising in the evening ; 
the fever may last a fortnight, and the translator 
adds, “ even longer.” In many of the acute luetic 
affections of the liver and brain, and bones, an 
analogous, though less regular, course of tempera¬ 
ture occurs. Wunderlich refers also to “similar 
considerable rises of temperature ” in certain 
“ rapidly fatal attacks ” of syphilis, and to the de¬ 
pression of temperature accompanying syphilitic 
marasmus. About this time some cases of syphi¬ 
litic synovitis with pyrexia were published, and 
the Clinical Society appointed a committee on 
the subject, which committee reported from their 
study of the literature of the subject that fever 
accompanied the outbreak of the eruption, and 
was sometimes accompanied by rigors or malaise, 
sometimes was detected only by the thermo¬ 
meter ; that later conditions of deep cachexia 
were sometimes febrile; that cases of so-called 
syphilitic rheumatism were often febrile (both in 
synovial and in periosteal forms); that oscillations 
of from one to four degrees occurred, the morning 
temperature being near the normal; that such 
temperatures were rebellious to any but specific 
treatment, but quickly yielded to iodide of potas¬ 
sium—namely, from the third to the fifth day of 
treatment. They found that fever was not con¬ 
stantly present with ulcerating, papular and 
macular varieties of eruption. And they did not 
provide any observations on the occurrence of fever 
in the later or gummatous stage of the disease. 
But it is this stage which has the greatest interest 
to the physician, because if, at that time, a pyrexial 
condition should present itself it may, from want of 
prominence in the accompanying local lesions, 
give rise to great difficulty, and be mistaken for a 
tubercular, septicaemic, or typhoid manifestation. 
Since that time cases have occasionally been pub- 
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lished, illustrating the occurrence of fever in asso¬ 
ciation with gummata, the most striking perhaps of 
which is the one recorded by the late Dr. Bristowe 
in the nineteenth volume of the ‘ Clinical Tran¬ 
sactions ’ (1886). Here a youth, aet. 15 years, was 
admitted into hospital with an intermitting pyrexia, 
ranging three or four degrees between morning and 
evening, and a tender prominence in the epigas¬ 
trium. The fever continued for some weeks, when 
at length facts were elicited pointing to the high 
probability of the patient having congenital syphilis. 
Five grains of potassium iodide and 30 minims of 
the solution of perchloride of mercury were given 
three times a day. In two days his temperature 
became normal, and remained so till his discharge, 
and the swelling subsided considerably. 

I have met with similar cases, both in respect of 
the temperature, the swelling, and the cure by 
potassium iodide. 

Again, while I was making these memoranda, 
there came, almost accidentally, into my hands the 
February number of the ‘ Medical Review,’ con¬ 
taining an article on “ Pyrexia in Visceral Syphilis.” 
This is the review of a paper by H. Westphalen in 
the St. Petersburg ‘ Medicinischer Wochenblatt,* 
containing some cases of tertiary syphilitic or 
gummatous pyrexia. 

Pyrexia, the paper states, in secondary syphilis, 
is admittedly not uncommon. “But it is less 
recognised that pyrexia may be a symptom of 
tertiary syphilis of internal organs. That it is 
caused by the syphilitic process is shown by its 
prompt disappearance under anti-syphilitic treat¬ 
ment.” 

Two cases are quoted of pulmonary lesions, with 
fever, in syphilitic subjects, cured by potassium 
iodide or mercury. And the author records, from 
his own experience, three cases of hepatic gumma, 
with fever, promptly yielding to similar treatment. 
A case of neurosyphilis is also recorded, in which 
there was pyrexia, not apparently of a very pro¬ 
nounced kind; but it was reduced promptly by 
mercurial inunctions and potassium iodide. 

Pyrexia in Posterior Basal Meningitis . 

I will very briefly touch upon another variety of 
unusual temperature, about which my own experi¬ 
ence is very small; nor have I, since undertaking 
to read this paper, had an opportunity of searching 
in the hospital records for instances of the kind. 


In November, 1904, Dr. Box, of St. Thomas’s 
Hospital, read before the Clinical Society some 
cases of posterior basic leptomeningitis, in which 
remarkable excursions of the temperature took 
place. The characteristic condition was a sudden 
rise of temperature from normal or subnormal to 
six or seven degrees above this point, and the 
elevation, paroxysm, or crisis, as Dr. Box calls it, 
may be over in a few hours, or may last twelve 
hours or more, and the temperature falls as*abruptly 
as it rose. Chilliness, or rigor, headache, and an 
aggravation of general and local symptoms accom¬ 
pany the paroxysm. The paroxysms themselves 
may occur daily or every other day, or at irregular 
intervals. 

. In our clinical ward we recently had an allied 
case, if not an identical case, which was admitted 
under Dr. Hale White, subsequently came under 
my care, and was transferred under my care into 
my general ward. A female child, aet. 3 years, on 
October 15th fell from a swing, and though 
apparently suffering no injury at the time, had ear¬ 
ache the next morning, became drowsy, and was 
put to bed. The head then became retracted, the 
child screamed and was irritable, and was sick on 
the 17th. The following day she came into the 
hospital, having retractionof the head, no otorrhoea, 
no squint, no bruise on the head. On the 19th 
there was some twitching of the left arm and leg. 

On November 7th the left arm and leg were 
thought to be paralysed. During the next week 
or two she had the usual appearance of a mild 
case of posterior basal meningitis—that is, she was 
drowsy, apathetic, fed with no great difficulty, but 
not concerned about it, head well retracted, but 
without spasticity of the arms or legs. This 
brings us to the end of November. In the three 
days after admission the temperature rose gradually, 
making a sudden leap to 107° F. on the evening of 
October 20th. During the next seven days it was 
almost constantly and uniformly between 103° and 
104° F.; thenceforward, until November 9th, it 
oscillated from 2 0 to 2i° F. each day, for a few 
days between 102° and 104° F., and for several 
days between ioi° and 103° F. On this day the 
temperature fell in the evening to 98° F., and now 
began the paroxysms to which attention is called. 

On November 18th it was from 98° to 102° F., 
and fell in the evening. Next day from 98° to 
103*6° F., and fell during the next day. On the 
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13th it rose from 98*8° to 102*8° F. at 10 a.m., 
falling during the day and night to 98*2° F. On 
the 14th, at 10 p.m., it was again 103*4° F., and 
fell during the 15th to 97*5° F. It soon started 
rising again so as to be 103° F. at 6 a.m. on the 
16th, and similar rapid rises reached their acmes 
of 102° F., more or less, respectively on the 17th, 
19th, 22nd, 26th, and 29th of the month. After 
this the temperature became, for the most part, 
normal ,or subnormal, but there was a rise to 
100*4° F. on December 3rd, and 102*4° F. was 
suddenly attained in the early morning of Decem¬ 
ber 9th. In the last days of November, the child 
was beginning to take its food better; on Decem¬ 
ber 9th it recognised its mother, and cried when 
she left the ward; a few days later retraction of 
the head had* subsided, and from this time pro¬ 
gress was comparatively rapid. A month later 
she sat up in bed and played with toys, though 
unable to stand from weakness of the left leg. 
On February 6th she went out well. 

These cases have recalled to my mind one which 
was under my care in the winter of 1892-1893, 
the curious feature of which was the anomalous 
behaviour of the temperature. A woman, aet. 30 
years, had had from childhood or infancy double 
otitis with otorrhcea, and had a purulent discharge 
from both ears on admission. Two weeks previous 
to admission she had headache, for three or four 
days she had been sick, and was believed to have 
had rigors. Beyond this, and a considerable 
pyrexia of septic or typhoid type, little could be 
made out. There was no optic neuritis, and no 
rose spots, no enlarged spleen, or other proof of 
typhoid fever. There was no mastoid swelling or 
tenderness, and the cervical veins were normal. 
The pyrexia persisted for two weeks, then very gradu¬ 
ally subsided, still with oscillations of 3 0 or 4 0 F. 
daily, until the end of the fourth week, when the 
normal was reached. Thenceforward for three 
weeks she had sudden rises of temperature on 
days alternating with days of apyrexia, or periods 
of two or three days of apyrexia alternating with 
two or three days of fever. But the temperature 
never rose in those paroxysms as high as it had 
been in the first continuous fever. 

For some days there was albumen in the urine 
to the extent of *2 or *5 per rnille. Ultimately the 
fever subsided entirely and she left the hospital, 
after three months* stay, well, except for deafness. 


There was here no retraction of the head, or 
spasm, or paralysis of muscle to suggest a diagnosis 
of meningitis, though one was, of course, fully 
alive to the possibility of such an event from the 
fact of otorrhcea being present. It is, however, 
still conceivable, especially in the light of these 
cases of posterior basic meningitis, with inter¬ 
mitting attacks of fever, that a slight infection of 
the meninges took place from the ear on one or 
other side. 

Gentlemen, I think I must by this time have 
wearied you by the dull sequence of cases in which 
! small details have had to be recorded and repeated, 

| instead of romantic stories of wonderful cures, or 
! the dramatic accounts of deeds of derring do with 
which every surgeon can fascinate his audience. 

There are still other varieties of pyrexia of great 
interest, such as the wonderful variations of the 
pyrexia in typhoid fever, and the puzzling and 
anomalous performances of the heat centres in 
some neurotic women. 

But I must not press these upon your attention 
at the present time, and it remains only to thank 
i you for the hearing you have given me, and to 
suggest that there is much yet to be learnt, not 
only as to the relation of pyrexia to particular 
diseases, but especially as to the immediate and 
ultimate causes and mechanism of the rise of 
temperature in all cases whatever. 

I May 6 th, 1907. 


On the Nature, Causes, and Variety of 
Bodily Deformities. By the late E. J. 
Chance, F.R.C.S.Eng., Surgeon to the City 
Orthopaedic Hospital, and Senior Surgeon to the 
Metropolitan Free Hospital. Volume I. Second 
edition. With illustrations drawn on wood by 
1 the author, and many additional drawings and 
| copious notes from cases in the Editor’s practice. 

Crown 8vo. 6s. net. London : Smith Elder 
| & Co. 

I Mr. Poland must be congratulated on the suc¬ 
cessful manner in which he has performed the 
difficult and delicate task of editing this volume ot 
Chance’s ‘ Bodily Deformities.’ The work has, 
however, been carried out with most gratifying 
results, and the practitioner can now read Chance’s 
teaching brought up to date and exemplified by 
, sufficient and clear illustrations. The usual de- 
I fects commonly observed in the publications of 
“ specialists ” are conspicuous by their absence in 
^ this volume under notice, and it is a pleasure to 
| bring this scholarly production to the attention of 
| the medical profession. 
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A LECTURE 

ON ' 

SOME TYPES OF VOMITING IN i 
CHILDREN. 

By G. A. SUTHERLAND, M.D., F.R.C.P., 
Physician to Paddington Green Children’s Hospital, and to 
the North-West London Hospital. 


Gentlemen, —The frequency and importance of I 
vomiting in early life will be admitted by all whose 
practice includes children. Sometimes it is merely I 
the initial symptom of an acute general infection, 
and with the development of the disease the vomit¬ 
ing subsides. At other times it is the first sign of 
a grave cerebral lesion, and the vomiting may be so 
slight and infrequent that the underlying disease 
is not suspected or revealed until later. The 
vomiting centre in early life seems to be in a state 
of great alertness, always ready to act on the ) 
slightest provocation, and without those controlling 
influences which are developed as the age advances. 

It is only by careful observation and examination 1 
that the practitioner can avoid the numerous pit- 
falls which surround the diagnosis of the exact • 
nature of an attack of vomiting. In the domestic | 
circle an explanation of the vomiting is always 
forthcoming, and may take the form of a raw apple, 
or some sweets, or a fall some six months 
previously, or vaccination in the previous year. It 
is advisable to place not the slightest trust in any 
such assigned cause unless the accompanying con¬ 
ditions confirm it. Having made inquiries as to 
the duration and frequency of the vomiting, and 
the nature of the matter vomited and of the diet, 
one must proceed to examine the patient thoroughly, 
noting whether the facies suggests grave illnes^s and 
passing in review the various systems for any other 
evidence of disease. Sometimes after the most 
careful examination one may fail at first to find 
any definite cause for the vomiting, and the dia¬ 
gnosis must be deferred. Even in these days of bril¬ 
liant abdominal surgery it is as important to know 1 
when not to operate as to be ready to interfere sur- | 
gically when the condition of the patient demands it. I 
Some anxious moments come to all in the presence ! 
of acute and persistent vomiting, owing to the | 
difficulty in settling the question of operative or | 
non-operative treatment. | 


Overflow vomiting .—A common condition in 
infants may be described as “overflow vomiting.” 
Many infants, soon after taking the breast or the 
bottle, bring up without effort or nausea a few 
mouthfuls of the feed. A certain amount of 
flatus is often brought up at the same time. Such 
vomiting is really due to overfilling of the stomach, 
and sometimes to too rapid feeding. While an 
over-distended stomach can easily relieve itself in 
infancy, it must be remembered that a stomach 
which is constantly being overloaded is apt to 
become dilated. In such cases it is better to 
prevent the overflow by diminishing the amount 
of food at a meal, and, if necessary, the frequency of 
the feeding. If the food is suitable, and no gulping 
down is allowed, this overflow vomiting is easily 
cured. 

Habit vomiting. — In another class of case 
there seems to be present almost from birth 
what can only be described as “ habit vomiting.” 
In some cases after every feed, or in others 
after every second or third feed, a portion is 
regurgitated without nausea, pain, or discomfort of 
any kind. Sometimes the act of vomiting is 
complete, and sometimes the food is only regur¬ 
gitated into the mouth or pharynx, and is again 
swallowed. The quantity of food rejected at a time 
may not be great, but the act may be repeated so 
frequently that nutrition suffers. The infant will 
always be ready for another meal, and if feeding is 
repeated too often the same quiet, easy vomiting 
may take place in the middle of the meal. The 
nature of the food does not appear to have any¬ 
thing to do with the vomiting. There are no 
objective signs of disease on abdominal examina¬ 
tion, and no evidences of gastric catarrh. Washing 
out the stomach will reveal no signs of imperfect 
digestion and will not cure the vomiting. The 
condition is most common in infants, but may be 
met with up to the age of eight or ten years. The 
tendency is for the vomiting to become less fre¬ 
quent and to occur in occasional attacks. * The 
treatment consists in careful dieting, moderate 
meals, and the avoidance of too frequent feeding, 
which is sometimes unwisely employed with the 
view of compensating for the loss of food. 

Vomiting from pyloric spasm .—A certain con¬ 
dition in infancy in which vomiting is the leading 
symptom has been ascribed by Cautley and others 
to pyloric spasm. It is characterised by severe 
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and persistent vomiting, coming on during the 
early months of life, and accompanied by wasting. 
In fatal cases no evidence of pyloric disease has 
been found, and, therefore, the assumption as to 
spasm during life must be regarded as not proved. 
Probably these cases are rather due to idiosyncrasy 
as regards certain foods, and perhaps some of them 
would fall under the heading of “ habit vomiting.” 

Vomiting from congenital pyloric hypertrophy .— 
Another form of vomiting of great importance is 
that associated with congenital pyloric hypertrophy. 
Attention will usually be drawn to the affection by 
vomiting, which is the earliest and most striking 
symptom and may commence at any time during 
the first six weeks. It is a curious fact that this 
disease was practically unknown ten years ago, and 
yet it presents clinically as clearly defined a picture 
as one could wish to see. Attention was first 
drawn to it in this country by a paper in the 
‘Edinburgh Hospital Reports’ for 1896, by I)r. 
John Thomson. Cases are still being constantly 
overlooked, the proper treatment is not carried out, 
and the babies die. It is overlooked, first, because 
in many cases practitioners have not heard of the 
disease, and secondly, because too often the routine 
treatment for vomiting in babies is to try another 
food. So many foods are now on the market that 
the result is the infant dies before the list has 
been exhausted. Now let me try to sketch a case 
as it will probably come before you. An infant, 
healthy at birth, seems to progress satisfactorily for 
two, three, or five weeks, when vomiting comes on. 
It does not really matter what the food is—breast 
or artificial feeding—the vomiting persists. Fre¬ 
quently it is suggested in such a case to try another 
food, and the baby is started on a career of 
different diets. A most misleading fact in this 
connection is that a change of diet has often a 
temporary effect in checking the vomiting. It may 
be only for a day or a week, but the cessation of 
vomiting suggests that the food is the element at 
fault, that the appropriate food has not yet been 
found, and so the hunt continues. The result is 
always the same—failure of the treatment and death 
of the child. 

Now consider the vomiting which is very charac¬ 
teristic. It is really a regurgitation of the food 
without any of the signs of nausea, gastric catarrh, 
or acute disease. At the beginning it will be 
moderate in amount, not specially violent, and 


j only occasional. As time goes on—and time is 
! measured by days in the progress of this affection— 
the amount of the vomited material becomes larger, 
representing two or three feeds, and the violence 
of the vomiting is much greater, so that the food is 
shot out through the mouth and nose for some 
distance. The vomit consists of the food taken, 
partly changed by the gastric juices, but not mixed 
with bile, blood, or mucus. In some cases it is a 
I foul - smelling, fermenting mass. The vomiting 
may occur soon after a meal, or some time later, 
but it is important to note that although sometimes 
only the last meal has been rejected, at other times 
I the matter ejected evidently consists of several 
meals. The amount vomited may be considerably 
greater than the normal capacity of an infant’s 
| stomach at this age. The frequency of the vomit¬ 
ing varies —sometimes only once a day, when prob¬ 
ably a considerable accumulation of food will be 
brought up, or, again, three or four times a day. 
The act of vomiting does not distress the patient; 

! in fact it often brings relief and the child is ready 
at once for another feed. It is almost characteristic 
j of these cases that the infants are always ready for 
a feed, being in a chronic state of hunger. 

Let us glance briefly at the other conditions 
| which accompany the vomiting. The infant wastes 
| rather rapidly at first, and then more slowly until a 
j state of marasmus is reached in which further 
! wasting seems impossible, and the marvel is that 
; life is still maintained. The bowels are usually so 
confined that enemata or suppositories have to be 
used daily, and the motions are extremely scanty, 
being composed chiefly of mucus and epithelial 
dibris. The infant moans a good deal from 
j hunger, and at times cries loudly from the discom- 
I fort preceding the emptying of the stomach. The 
j diagnosis is to be finally settled by an examination 
| of the abdomen, which reveals certain conditions 
| soon after the characteristic vomiting has developed. 
If one has the infant lying quietly, soon after a feed, 
with the abdomen exposed, one can see, especially 
on tapping the stomach region, a succession of 
peristaltic waves passing from the ribs on the left 
side across the abdomen, above the umbilicus, to 
be lost in the right lumbar region. On palpation 
of these waves, which are usually about the size of 
a large walnut, one can feel that they are hard 
muscular contractions, and from the position of 
1 the swellings and the direction of the movement 
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they can only be due to strong peristaltic action of 
the stomach. Some writers lay stress on palpation 
of the pylorus as an important diagnostic aid, but 
this can only be done in certain cases, and is not 
really necessary. The underlying lesion in such 
cases is a hypertrophy, probably congenital, of all 
the muscular layers of the pylorus. A condition of 
spasm is established in this muscle, possibly from 
the irritation of food in the stomach to start with, 
and is maintained so persistently that little or no 
food can pass into the duodenum. The stomach 
is constantly working hard to force the food through 
the pyloric passage, and becomes dilated and 
•hypertrophied as the result. The vomiting is 
induced by the irritation of the stagnant gastric 
contents, and sometimes by the bulk of food which 
accumulates in the stomach. 

The question of treatment is still unsettled, but my 
own experience has led me to believe that there are 
two classes of cases—the mild or moderately severe, 
and the severe. In the former class it is probable that 
persistent washing out of the stomach, once or twice 
dally as may be required, will prevent the accumu¬ 
lation and decomposition of food in the stomach, 
which tends to keep up the pyloric spasm. If the 
vomiting be checked, if the motions become larger 
and are passed naturally, if the visible peristalsis be 
less marked, and if the infant gain in weight, even 
although very slowly, then one may expect in time 
a restoration of the normal action of the pylorus 
and eventual recovery. Simple food and very 
careful regulation of the feeding are absolutely 
essential. The process is a very slow one, and the 
treatment may have to be carried out continuously 
for several months. As regards the severe cases 
in which lavage fails, the only resource is to try 
operative relief, the choice of operation lying 
between one which renders the pylorus more 
patent and one which allows of the food leaving the 
stomach by an artificial opening into the bowel. 
Whichever operation is chosen the result must be 
uncertain, for young infants do not stand a severe 
operation well, the operation is one requiring con¬ 
siderable experience, and complications are apt to 
arise afterwards in connection with the feeding. 

Vomiting from acid intoxication —Certain forms of 
vomiting are due to some toxic substance in the 
blood. A condition of acetonaemia is one of these. 
The pathology of such cases is obscure for it is 
not probably the acetonaemia, per se , which causes 


the symptoms of poisoning, but some other sub¬ 
stances, e.g . diacetic and oxybutyric acids, which 
are formed, like acetone, from the breaking up of 
fats. Clinically, however, the condition is recog¬ 
nised from the smell of acetone in the breath, from 
the presence of acetone in the urine and in the 
vomit, and, in severe cases, from the presence of 
diacetic acid in the urine. As regards the following 
types, some authors deny that acetone is associated 
etiologically with the vomiting, and regard it 
merely as an accompaniment. A condition of 
acetonaemia may arise (1) without any known 
cause, as in periodic vomiting, (2) as the result of 
the admimstation of an anaesthetic, usually chloro¬ 
form, and (3) from salicylic acid poisoning. There 
are, of course, other conditions under which aceto¬ 
naemia may arise— e. g. diabetes, but the above 
three are of special interest in connection with 
children, who present by far the greatest number 
of cases. 

(1) Under the various titles of “fitful vomit¬ 
ing,” “ periodic vomiting,” “ cyclic vomiting,” 
and “recurrent vomiting,” a class of case has been 
described in which vomiting of unknown origin 
has been the marked feature. The condition may 
arise in infancy or in childhood. Whilst apparently 
in good health the patient is seized with vomiting, 
which usually becomes severe, so that the stomach 
is quickly emptied and all food, or water even, is 
promptly rejected. Apart from the vomiting, 
which may or may not be accompanied by nausea, 
there are no signs of disease, and there is nothing 
in the previous history to indicate the nature of 
the illness. The attack may last for a few hours 
or a few days. The termination is usually as 
abrupt as the onset, and the restoration to health 
is rapid, appetite and digestion being apparently 
little disturbed by the vomiting. During an 
attack the bowels are usually constipated and the 
abdomen is retracted ; the vomited matter consists 
of the stomach contents and of watery fluid, but 
if severe and prolonged, bile, and even blood may 
be vomited. Great thirst is usually present from 
the onset of the attack. The vomiting and 
retching may be almost continuous, so that the 
patient obtains no rest and sinks into a state of 
profound exhaustion. Rapid emaciation takes 
place, and in prolonged cases a fatal issue may 
supervene. 

The puzzling nature of such an illness is apparent, 


Digitized by 


Google 




6 o The Clinical Journal. ] 


DR. SUTHERLAND. 


[ May 8,1907. 


and has led to the various non-committal names 
given above. The fact that vomiting and constipa¬ 
tion are the leading, and in many cases the only 
symptoms, has led to a mistaken diagnosis of 
peritonitis, or intestinal obstruction, or appendicitis, 
and laparotomy has been performed. The dis¬ 
covery that a condition of acetonaemia is present, 
and the association of acetonemia and vomiting in 
other diseases, has at least paved the way to treat¬ 
ment, although it has not cleared up the pathology 
of the condition. It is undoubted that periodic 
vomiting occurs in neurotic children, and in con¬ 
nection with other neuroses, such as migraine, but 
one cannot settle the pathology by calling it a form 
of nervous vomiting. The nervous disturbance 
in these patients would appear to lead to some 
interference with the normal metabolism of the 
body, or of the food in the body, causing an 
excessive production of acid and an acid intoxica¬ 
tion One cannot usually trace the attacks to any 
error in diet, and I have found them occur in the 
case of hospital patients who were under the 
closest supervision and the most careful dieting. 

(2) Delayed chloroform poisoning .—Under this 
title my colleague, Dr. Leonard Guthrie, described, 
some years ago, a curious series of phenomena 
which occurred sometimes after the administration 
of chloroform. His graphic sketch of the clinical 
features is a very terrible one, but from personal 
observation I know that it is not exaggerated. Lor 
some twelve or twenty-four hours after the anaes¬ 
thetic the child may be going on comfortably 
when suddenly copious, frequent, and persistent 
vomiting comes on. The nausea, retching, and 
vomiting become continuous, and after they have 
lasted for some time a dark “ coffee-ground,” or 
“beef-tea” fluid may be ejected. Constant rest¬ 
lessness, thirst, shouting, delirium, and “air-hunger” 
are often present, and the whole series of symptoms 
persists until the child sinks into a condition of 
coma, and death soon follows. Such is the progress 
of severe cases, but others less severe are met with 
in which recovery ensues. In all cases vomiting 
is one of the most marked symptoms. Post¬ 
mortem examination in fatal cases has revealed 
nothing save marked fatty degeneration in the liver, 
kidneys, and muscles—a finding which has also 
been present in fatal cases of acetonaemia of the 
other types. The condition remained a mystery 
until the detection of acetone and diacetic acid in 


the urine has, to a certain extent, cleared up the 
nature of the attacks. You will occasionally see 
these cases related in the medical press under the 
heading “ A Case of Acute Yellow Atrophy of the 
Liver after an Operation,” the appearance of the 
liver in fatal cases of acetonaemia suggesting that 
affection. 

(3) The third class in which we may regard 
acetonaemia as the underlying cause and vomiting as 
a leading symptom is salicylic acid poisoning. Dr. 
Frederick Langmead has drawn the attention of 
the profession to this subject in a valuable paper 
on “ Salicylate Poisoning in Children.” * The 
patients were under treatment for rheumatism and# 
salicylate of soda was being administered at the 
time of the onset of the symptoms. In some 
cases the dose was quite moderate, but in the 
majority very large doses were being given. It is 
quite plain, however, that in addition to the salicy¬ 
late there is some idiosyncrasy or underlying 
affection which predisposes to the occurrence of 
acid intoxication, as happens also in delayed 
chloroform poisoning. The clinical picture is so 
like that already described in the last section that 
it need not be repeated. Although Dr. Langmead 
does not lay special stress on the vomiting it is evi¬ 
dent from the details he gives that it is one of the 
first and most important symptoms, and that in 
fatal cases it is frequent and persistent. “ Acetone 
may be detected in the urine and the breath, 
its presence constituting one of the first symptoms 
of the poisoning, and affording a valuable danger 
signal ” (Langmead). 

Although certain indications for the treatment of 
acidosis may be clear, and excellent results have 
been recorded in some cases, my own experience 
has not been very successful, either in carrying it 
out or in relieving the acute symptoms. The 
treatment is the same whether we are dealing with 
a case of periodic vomiting, or of post-anaesthetic 
vomiting, or of salicylate poisoning. We have, first 
of all, to counteract the acid intoxication by giving 
bicarbonate of soda or other alkali in large doses— 
one or two hundred grains a day. If we cannot 
get enough into the system by the stomach owing 
to the vomiting the soda can be given per rectum 
or subcutaneously. Again, as Mr. Beesly has 
pointed out, the kidneys are working at the highest 
pressure, but fail to excrete the large quantity of 
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acid in the system. The bowels must be called on 
to assist in the excretion, and calomel, sulphate of 
magnesium, and castor oil should be given freely. 

It may even be advisable, in severe cases, to give 
elaterium so as to secure a free action of the bowels 
as quickly as possible. The elimination of acetone 
may be further aided by hot baths or hot packs so 
as to encourage free perspiration. If food can be ! 
retained on the stomach it is advisable to avoid all ; 
fatty material and to give carbohydrates, by means j 
of which the production of acetone in the system is 
reduced. 

Thus far we have been dealing with the active | 
treatment of an attack of acid intoxication. The ) 
preventive treatment in the case of periodic vomit¬ 
ing is at present rendered difficult by the fact that 
the underlying factor in the production of this 
affection is unknown. Nevertheless, with a 
history of previous attacks to guide one it would 
appear to be reasonable to avoid any excess of fat 
in the diet, to maintain a regular and somewhat 
free action of bowels, and to give a course of 
alkalies at regular intervals. The special diet, 
however, has yet to be discovered, for different 
writers have traced the vomiting to an excess of 
carbohydrates, an excess of fats, and an excess of 
proteids. In the most successful case I have had 
I gave the patient an excess of all three. She was 
a girl, set. 12 years, of an excessively neurotic type, 
who had suffered from typical attacks of recurrent 
vomiting for three years, and had had her tonsils and 
her appendix removed without relief. She was 
ordered rest in bed, massage, and feeding ten times 
in the twenty-four hours, the diet consisting of 
meat, meat-juice, eggs, milk, cream, cocoa, bread 
and dripping, puddings, and malt-extract. In the 
course of five weeks she gained thirteen pounds in 
weight, and finally looked the picture of health. 
During this time she had no vomiting, but in the 
course of the next month she had two typical, 
although brief, attacks. Had this child remained 
under control and away from her mother I should 
have been hopeful of a cure, but the case has 
relapsed into the former condition of vomiting and 
wasting and nervous instability. 

In the case of delayed chloroform poisoning Mr. 
Beesly has found that in some cases a course of 
alkaline treatment for a week before operation has 
rendered the tendency to vomiting less marked. 
The chief indication, however, from the experience 


gained in Mr. Stiles’s wards, is that in septic cases, 
and in cases with acetonuria before operation, it is 
safer to give ether instead of chloroform. Although 
acetonuria may follow the administration of ether, 
the constitutional effects are usually absent or but 
slightly marked. As regards the prevention of 
salicylate poisoning,-the indication clearly is not 
to give the drug in poisonous doses, and to stop it 
if vomiting occurs. 

Vomiting in Henoch's purpura .—The next type 
of vomiting to which I wish to direct your attention 
occurs in connection with an affection which is 
variously described as “Henoch’s purpura,” “angio¬ 
neurotic oedema,” and “erythema multiforme exu- 
dativum.” The multiplicity of names discloses 
our ignorance of the real nature of the disease. 
The onset of the affection is usually sudden and the 
first symptoms are abdominal pain and vomiting. 
In some cases a few purpuric spots may have been 
observed on the body for some days previously. The 
sickness and vomiting are severe and prostrating. 
Here, again, the vomited material is at first only the 
stomach contents, but soon blood begins to appear 
and may be in considerable quantity. The abdo¬ 
minal pain is severe, of a colicky character, and is 
referred to the umbilical, the epigastric, or the 
right inguinal region. The tongue rapidly becomes 
coated, the breath is offensive, and all appetite is 
lost. At first constipation is marked, but in a few 
days diarrhoea sets in. The motions are offensive 
and blood-stained, and soon pure blood is passed— 
it may be in large quantity—from the bowel. The 
act of vomiting, or an evacuation of the bowels, 
seems to give temporary relief as regards the abdo¬ 
minal pain. The abdomen is usually retracted, 
tenderness may be present on pressure over the 
region of the colon, but as a rule there is nothing 
to be detected on physical examination. Such an 
attack may last for a few hours or a few days, and 
then there is a gradual remission of the symptoms 
until the next attack. The affection runs a pro¬ 
longed course of some months with recurring 
attacks at intervals of a few days or weeks. The 
acute onset suggests serious abdominal disease 
and may lead to an erroneous diagnosis. Such 
conditions as gastric ulcer, appendicitis, intussus¬ 
ception, acute peritonitis, and acute intestinal 
obstruction have been diagnosed and laparotomy 
performed. Perhaps in these days our surgical 
zeal somewhat outruns what ought to be our 
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medical caution. In the case of an attack of the 
above nature, with haemorrhagic vomiting, one 
ought always to examine the skin surface generally 
for purpuric spots. In the majority of cases they 
will be found, and ought materially to aid in the 
diagnosis. Even if these spots are absent the 
physical examination of the.abdomen ought to 
show that no urgent signs are present which call for 
operative relief. In the rare cases in which abdo¬ 
minal distension is marked I am bound to admit 
that a mistake is easily made—having made such 
a mistake myself. The diagnosis we made was 
one of intussusception, and when the abdomen was 
opened we found an extensive haemorrhage in the 
wall of the colon, which was no doubt temporarily 
paralysed. The treatment suitable to this condi¬ 
tion is not laparotomy, but rest, small doses of 
castor oil and opium, and the application of cold 
compresses or an ice-bag to the abdomen. Hot 
applications may induce further haemorrhage. 

Cerebral vomiting .—The onset of meningitis 
with vomiting is not uncommon in infancy, and 
may be very puzzling. There is nothing special 
about the vomiting, which may continue irregularly 
for days or weeks without any other obvious signs 
of disease, save wasting. Examination in the early 
stages will usually reveal the presence of pyrexia, 
and if any retraction of the head or rigidity of the 
limbs is present the condition is probably one of 
basilar meningitis. If the infant is under six 
months of age the disease is usually syphilitic in 
origin. The onset of tuberculous meningitis is 
usually more insidious, and the vomiting occurs at 
intervals of a few days, quite apart from the taking 
of food, and frequently only during the night. It 
must also be remembered that in some cases of 
cerebral tumour vomiting with wasting may be 
the only sign for weeks or months of a cerebral 
tumour. 

May 6 th, 1907. 


W e have received from Messrs. Arnold a copy 
of a ‘ Handbook of Skin Diseases and their Treat¬ 
ment,’ by Arthur Whitfield, M.D.Lond., F.R.C.P., 
Professor of Dermatology at King’s College, and 
Physician to the Skin Departments, King’s College 
and the Great Northern Central Hospitals. The 
author has written a concise book suited to the 
needs of the medical student and the general 
practitioner. Treatment is fully and satisfactorily 
dealt with, whilst clinical description and diagnosis 
are adequately represented. 


NOTE ON 

COLD ABSCESS OF THE MESENTERY OF 
THE SMALL INTESTINE. 

By GILBERT BARLING, M.B., F.R.C.S., 

Professor of Surgery in the University of Birmingham; 
Surgeon to the General Hospital. 


A girl, aet. 18 years, was admitted to hospital May 
31st, 1906, complaining of pain in the abdomen, 
from which she had suffered, according to her own 
account, for three weeks, though the patient’s 
mother remembered hearing complaint of pain as 
long ago as three months. It was, however, clear 
that the pain had been slight at first, had gradually 
increased in intensity, and three days before admis¬ 
sion had become fairly acute. The pain was 
located in the umbilical and lower epigastric 
regions, was described as of a shooting character, 
generally worse at night, and was believed to have 
been originated by chill from exposure to a cold 
wind and by the eating of some rancid pastry. 
Vomiting had occurred once only, on May 30th ; 
the bowels had been somewhat constipated. 

On examination the patient, though not acutely 
ill, was obviously rather distressed; the pulse was 
from 100 to 108, the temperature ioo° F. The 
abdomen was flat, the muscles moderately rigid, 
especially in the lower part, and tenderness was 
complained of on palpation over the umbilical 
region. Here a swelling could be felt, but the 
tenderness over it prevented an exact examination 
until an anaesthetic was administered. A well- 
defined, elastic, but doubtfully fluctuating swelling 
could then be defined, about four inches in dia¬ 
meter, mainly under the left rectus, but encroach¬ 
ing a little beyond the middle line and extending a 
little further below the level of the umbilicus than 
above it ; the mass appeared to be somewhat 
movable laterally but not vertically; it did not 
pulsate. Examination of the blood on two occa¬ 
sions showed a leucocyte count of 7000 and 6800 
respectively. The swelling was almost dull on 
percussion. The urine and faeces were normal. 
The family history showed that the maternal 
grandmother and an aunt had died of phthisis. 

Rest in bed was followed by, at first, some 
amelioration of the pain ; the pulse fell to between 
80 and 90, the temperature to about 99*5° F., but 
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at the end of a fortnight improvement was so little | 
advanced that operation was determined on. 

The diagnosis made was cold abscess of the 
mesentery of the small intestine on the following 
grounds : The locality of the swelling, almost on a 
level with but rather to the left of the umbilicus 
marked the position of the mesentery ; the pain and 
tenderness, with a temperature of ioo° F., pointed 
to an inflammatory condition, whilst the low 
leucocyte count suggested a tubercular lesion, and 1 
the elastic, doubtfully fluctuating feeling gave the | 
impression of a collection of thick fluid such as is 
found in cold abscesses. 

Operation .—An incision was made through the 
the left rectus over the middle of the swelling, and 
on opening the abdominal cavity the thickened | 
mesentery at once presented, but it was not 
adherent to the anterior parietes. After careful 
sponge packing to protect the belly cavity, the 
abscess was opened and its fluid contents slowly 
evacuated, the opening in it was then enlarged, and 
numerous old calcareous and breaking-down tuber¬ 
cular glands were gently cleared away with finger 
and blunt spoon. The margins of the abscess cavity 
were then closely stitched to the peritoneum of the 
abdominal incision, and the abscess cavity was 
dusted with iodoform and packed with gauze. A 
steady convalescence followed, though it took some 
weeks for the cavity to become obliterated, and the 
patient now appears to be perfectly well. At the 
present time the scar is firm, shows no tendency to 
hernia ; scarcely any thickening can be felt in the 
position of the former swelling. 

A second case with a similar but smaller lesion 
has more recently come under my observation. 

A male, set. 23 years, was transferred to my care 
at the General Hospital by my colleague Dr. Simon, 
December 17th, 1906. 

The epitome of his case is as follows: For some 
years he had been ailing and at times unable to 
follow his occupation as a bricklayer. For about 
eighteen months he had suffered from indigestion 
and vomiting, relieved by rest in bed but recurring 
on the resumption of activity; during this-time he 
had lost much weight, estimated at nearly five 
stones. 

The physical signs were as follows: Marked 
succussion splash over the stomach area; on dilata¬ 
tion with an effervescent the lower margin of the 
stomach reached an inch below the umbilicus; a 


test meal withdrawn at the end of twelve hours 
showed a small amount of residue; the right 
kidney descended freely and came completely out 
from underneath the costal arch. 

Just above the umbilicus, about two inches to 
the left of it, was a rounded, smooth swelling of an 
inch and a half in diameter, descending on deep 
inspiration, freely movable in all directions, and 
from time to time disappearing so that it could not 
be detected. 

Pyloric stenosis was suspected, and the abdomen 
was opened a little to the left of the middle line 
with the intention of performing gastro-jejunostomy, 
but examination of the suspected organ, whilst it 
confirmed the diagnosis of dilatation, showed an 
absence of pyloric stenosis, the orifice being 
normally patent, nor was any evidence of ulcer 
there or elsewhere found ; the anastomosis, there¬ 
fore, was not performed. 

Thinking that the movable tumour at times felt 
in the umbilical region might be a growth of the 
small intestine, which would explain the patient’s 
symptoms, the abdominal wound was prolonged 
downwards and the small intestine systematically 
examined. When bringing up the lower part of the 
small bowel from the pelvis the sought-for tumour 
was found, but not in the wall of the intestine. 
It lay in the mesentery, nearer to the bowel than 
to the root of the mesentery and proved to be a 
diffluent gland, very tense, and with only the thin 
peritoneum between it and the peritoneal cavity. 
Enucleation was impossible, so the cold abscess was 
treated as in the first case mentioned, and healing 
is now complete. Numerous other enlarged glands 
were noticed in the abdomen, but none were of 
considerable size, nor did any of them appear to be 
breaking down. 

A third patient with massive tubercular glands 
in the mesentery was seen some months ago with 
Dr. Hartill, of Willenhall. She had been the 
subject of lupus in the face for some time, and had 
for about three months suffered from indefinite 
febrile disturbance generally ranging from 100 to 
102. At the time of the consultation numerous 
tubercular glands existed on the right side of the 
neck and in the right axilla, but none of these 
appeared to be breaking down. To the left of the 
umbilicus was a swelling of considerable size; it 
was lobulated somewhat on the surface, for the 
most part hard, but in places so yielding that fluid 
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was suspected, and it was fixed. There were no 
definite physical signs of mischief in the chest nor 
elsewhere in the body. The condition in the 
abdomen I regarded as tubercle of the mesenteric 
glands probably breaking down, thus explaining 
the febrile condition. No operative measures 
seemed called for, and looking to the extent of 
the mischief and the patient’s bad family history 
of tubercular troubles a bad prognosis was given. 
Happily this has been belied, for I am informed by 
Dr. Hartill, that although the patient’s health has 
undergone various fluctuations, at the present time 
she is fairly well, and the mesenteric swelling is 
greatly reduced in size to about one sixth or one 
eighth of its former dimensions. 

The next case is one of pyogenic abscess grafted 
on to an apparently quiescent tubercular lesion. 

In July, 1905, I saw, with the late Dr. Arthur 
Payne, a boy aet. 12 years, who had been feverish 
some days previously and had complained of 
headache. Three days before the consultation the 
patient returned home from school and complained 
then of spasmodic pain in the abdomen ; the tem¬ 
perature was 99*5° F. The two following days the 
pain continued and became more severe; the 
temperature rose to 100*5° F. ; vomiting was 
absent; the bowels acted freely after a dose of 
castor oil. 

When seen by me the patient complained of 
severe pain across the mid-abdomen; at times this 
was so acute as to make him .cry out; at others he 
was almost free from it; the abdomen was retracted 
and the muscles rigid; to the left of the middle 
line slightly above but chiefly below the umbilicus 
a distinct mass could be felt, but it was so acutely 
tender that its limits could not be defined; the 
temperature was nearly 102° the pulse from 100 to 
110 ; vomiting was absent. 

The diagnosis made was abscess of uncertain 
origin within the abdomen. 

Operation .—An incision was made directly over 
the swelling, which proved to be a rounded mass 
flattened on its anterior surface, partly fluctuating 
but partly hard and lobulated, situated in the middle 
of the mesentery of the small intestine; the peri¬ 
toneum over and around it was deeply injected 
and coated in places with lymph, but there were 
no limiting adhesions. After careful sponge 
packing around, several ounces of stinking pus 
were evacuated having the odour usually associated 


with the Colon bacillus. After the pus had escaped 
several caseous and calcified tubercular glands 
were carefully removed with the finger, the abscess 
walls were stitched to the abdominal incision, and 
the cavity in the mesentery was packed with gauze 
and drained. 

The subsequent history was one of spreading 
peritonitis, which caused death on the second 
day. 

I learnt later that the patient had not been very 
well during the school term, though not suffering 
from any definite ailment; he had in fact been able 
to do his work, but that a few days before symptoms 
arose he had suffered an injury to the abdomen, 
and I therefore infer that this marks the begin¬ 
ning of the pyogenic infection which was grafted 
on to an old and quiescent tubercular gland 
lesion in the mesentery. The exact source of the 
pyogenic infection was not determined; no bruising 
6r laceration of surrounding intestine was recog¬ 
nised, but, of course, no real search was made. 

Two or three points of interest are worth 
emphasising. The locality of these mesenteric 
affections is fairly well defined as being at the 
level of the umbilicus, mainly on the left side of it. 
Absent or very doubtful mobility characterised three 
of these swellings, which were all of considerable 
size, whereas in the case with the smaller swelling, 
consisting apparently of one large diffluent gland 
the little tumour was freely movable, so much 
so that it often could not be felt. When 
the abdomen was opened the gland was brought 
up from the upper part of the pelvis, whither 
it was dragged by the weight of the small 
intestine which descended into that cavity. Three 
of the various possible fates which may befall 
gland swellings in this positition are illustrated by 
the notes here recorded—resolution, cold abscess 
formation, and pyogenic infection. One of the 
patients might easily have suffered the catastrophe 
of rupture of a caseous collection (Case 2), for the 
smallest violence would have sufficed to burst the 
thin peritoneal layer which alone appeared to 
protect the cavity. 

May 6th, 19Q7. 


Messrs. Macmillan & Co., Ltd., have sent us 
a copy of ‘ Inflammation : an Introduction to the 
Study of Pathology,’ by J. George Adami, M.A., 
M.D., F.R.S., being a revised and enlarged reprint 
of an article in Professor Allbutt’s ‘System of 
Medicine.’ 
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A CLINICAL DEMONSTRATION 


AT THE 

LONDON SCHOOL OF CLINICAL MEDICINE 
(SEAMEN’S HOSPITAL). 


By SIR WILLIAM BENNETT, K.C.V.O., 
F.R.C.S. 


Two Cases of Septic Arthritis. 

The first two of the cases to which I am calling 
your attention this afternoon are interesting in 
several respects, especially as it has been suggested 
that they may be examples of acute tuberculous 
disease. The tendency to attribute to tuberculous 
causes affections of the knee and other joints is, I 
venture to think, too common—a matter of some 
importance, as the treatment of a joint disease erro¬ 
neously set down to tubercle, when it is due to some 
other cause, may be a serious matter, for it is by no 
means true that the error on the side of safety 
(so-called) in treating a doubtful case by the pro¬ 
longed rest usually prescribed in tubercle “ does no 
harm.” 

The first patient is a man who, as you see, is 
about 30 years of age ; he tells us that he was per¬ 
fectly well until three months ago, when he was 
getting about attending to his ordinary affairs. 
Then, without any apparent cause, the left knee 
began to swell rapidly, after having been painful 
for a day or two. Two days afterwards the right 
knee behaved in the same way. That is a rather 
important point, the immediate relation of the 
trouble in the left knee to that in the right. 
Taking the history to be an accurate one, he must 
have been at the time of the onset of his trouble 
what under ordinary circumstances would be sup¬ 
posed to be a healthy man. There is no history 
of injury or of anything grave having been the 
matter with him, and there is no reason to suppose 
that he had any peculiar tendency to tuberculosis. 
Moreover, tuberculosis would hardly, under the 
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circumstances, be so acute as to involve one knee 
and lead to great distension in a couple of days, 
the second knee following the same course in 
forty-eight hours after the change in the first. 
That is not at all the story of a case of tuberculosis. 

I do not recollect in all my experience a double 
tuberculous arthritis coming on in that way with 
such rapidity in a person who was previously well. 

I take the suddenness of the onset to virtually 
negative the idea that those knees are the seat of 
tuberculosis. Still, it has been suggested that they j 
are tuberculous, and it is, of course, quite likely 
th’at my impression may be wrong. The charac¬ 
teristic of a tuberculous process in a joint, except¬ 
ing, of course, that which is brought into activity 
by injury, is slowness of increase. But here is a 
case which is very acute, almost like an acute 
rheumatic process. The pain, I understand, was 
never very great. So, although the effusion in the 
joint was rather acute, it did not bring about great 
pain. There are, on the other hand, several 
points which are against the condition being due 
to rheumatism or gout; the pain has certainly not 
been sufficiently acute for either of these. We are, 
therefore, brought within rather narrow limits in 
the matter of diagnosis. This man had been for a 
long period on board ship, but, in spite of this, 
had probably not been living in the most whole¬ 
some conditions. We are not able to obtain any 
evidence that he has recently had gonorrhoeal j 
infection, and we are therefore driven to the view 
that the condition is probably septic. Septic con¬ 
ditions of this kind are common. People under ! 
these circumstances think they are, and are often j 
said to be by their medical attendants, rheumatic, i 
What the source of the septic infection may j 
be is, of course, in a case of this kind, a matter 
of some doubt; I have seen cases exactly like 
this, behaving in precisely the same way, which 
have followed upon acute drain poisoning. I 
could quote two cases which this one resem¬ 
bles, which were cases of double infective arth¬ 
ritis following the watching of work upon street 
sewers. A noteworthy point about these infec¬ 
tive cases is that they are often double or 
multiple, and that very little time separates the 
infection of one joint from the involvement of 
another. The only way in which we can get 
positive evidence as to the kind of sepsis here 
would be to get a bacteriological examination of 


the fluid from the knees made. And I suppose 
we should also have the opsonic index taken. 
Assuming for the moment that those investigations 
were altogether negative, suppose we get no evi¬ 
dence of staphylococci or streptococci, or evidence 
of a low blood resistance, where should we be then 
in the matter of diagnosis ? It is a very difficult 
problem. But I should, even then, favour the 
view that the case is one of sepsis, and my treat¬ 
ment would be carried out on those lines. I ask 
you to notice the baggy condition of the capsule 
and the free way in which the joint can be moved 
without pain ; this is exactly like what is found in 
pyaemic joints, in joints affected by secondary 
pyaemic deposit. I do not say that the effusion here 
is pus, but if this patient had been previously the 
subject of pyaemia he might have had an effu¬ 
sion into the joint which would be pus, having 
exactly the same clinical characters as this ; there 
would be the baggy, semi-flaccid, synovial mem¬ 
brane, and the same freedom of movement in 
the knee without pain, and more especially, which 
is an important matter, an entire absence of tender¬ 
ness. If this were a case of tubercle there would 
be tenderness, especially at the inner side of the 
head of the tibia just below its upper margin. This 
tenderness is absent here, and if you happen to 
come across a case of effusion into the knee from 
secondary pyaemic deposit you will find it wanting 
then. There are therefore many features in this 
case which seem to take us entirely away from 
tubercle rather than towards it, and I should not 
hesitate to commit myself to a diagnosis of septic 
infection as a cause of this arthritis rather than 
tuberculosis. Against the latter view, again, is the 
temperature; when the patient was admitted, 
although his knee had already arrived at a certain 
condition of distension, his temperature was very 
nearly normal. He was then put to bed; his 
knees appeared to get better, but he developed a 
very high temperature, which was attributed to sore 
throat, but on inquiry the sore throat commenced 
1 a little more than a fortnight ago, and his tempera¬ 
ture had frequently been high before that. Although, 

I therefore, the very high temperature is coincident 
with the sore throat, there was a high temperature 
before ; the sore throat may, in fact, have been due 
to the same cause as the knee condition, the whole 
| of the symptoms being due to septic infection, 
i Acting upon that assumption, I should empty the 
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left knee with the aspirator, as far as possible, and 
get a proper analysis of the fluid made, apply 
pressure, await the result, and then proceed upon 
general lines. If the effusion recurred after the 
withdrawal of the fluid I should lay the joint open 
and wash it out, proceeding subsequently on the 
same lines with the other joint. The knee is a 
peculiar joint; it is generally more liable to effusion 
and changes than other joints; the synovial mem¬ 
brane is very extensive, becoming very lax and 
baggy when it loses the support which it gets from 
the muscles of the thigh. Any condition, there¬ 
fore, which leads to wasting of the thigh muscles, 
especially the quadriceps extensor and the muscles 
controlling the ilio tibial band, causes laxness and 
bagging of the capsule of the knee-joint, associated 
generally with some passive effusion into the ! 
articulation. The effusion thus arising is sometimes 
very slight and unnoticeable when the affected 
limb is horizontal, but quite easily seen in the erect 
position as a sagging of the capsule over the lower 
segment of the joint. Let me give you an example 
to show what I exactly mean in this relation. A 
man strains his knee (say, whilst playing football); 
he is treated for the injury, and, for all ordinary 
purposes, he gets better. But in consequence of 
the injury to the knee wasting of the muscles of 
the thigh follows to a certain extent, including 
those which are concerned in the control of the 
ilio-tibial band. The result is that, however suc¬ 
cessful you may be in getting rid of the immediate 
effusion which takes place into the joint, if the 
muscles of the thigh, and those which control 
the ilio-tibial band, remain wasted, the lower 
part of the capsule will sag when the patient 
stands, and you will see that there is fluid in 
the joint. The reason of this is that the muscles 
of the thigh do not, under these circumstances, 
keep up the normal tension of the capsule, 
and so a certain amount of passive effusion into 
the joint occurs. Never estimate the amount of 
fluid in a knee-joint whilst the patient is lying 
down, but stand him up. One word as to the 
“patellar tap,” of which you read so much in books. 

It is a most deceptive sign. Frequently it will tell 
you what you want, but sometimes it will not. As 
a matter of fact, you may obtain the patellar tap 
when there is no fluid, and you may fail to elicit it | 
when fluid is present. If there is enough fluid in | 
the joint to enable you to make the patella rise, as j 


I it does here, you will get the tap, but if there is 
! little fluid, and the parts are lax, you may not elicit 
the patellar tap. In certain cases, in which the 
I sub-patellar tissue becomes acutely cedematous or 
j thickened, as may sometimes happen, the pad 
beneath the ligamentum patella may be made to 
! so lift up the knee-cap, although there may be 
| no fluid in the joint, that you may get the patellar 

| ^p. 

Here is another case of effusion into the knee- 
joint, which it will be useful to compare with 
the one of which I have been speaking. It 
often happens that one sees, within a short 
time, a series of very similar cases, and then 
goes months without seeing others of exactly 
the same kind. Here is the temperature chart 
of the patient, and if you had not learnt any¬ 
thing about the history of the case you should at 
once conclude from the chart that this is an instance 
of sepsis. In the absence of an open wound it has 
none of the characteristics of an acute tuberculosis 
chart. It is exactly the kind of chart which you 
get in septicaemia, or at all events in some pyaemic 
condition. So far as he knows, this man, who had 
been at sea for some months, was well until he 
came ashore. Soon after leaving his ship, for 
some unknown reason he was attacked by pain in 
his “ stomach ” ; indigestion he thought it was, 
and, although at times it was “very bad,” it never 
stopped him from doing his work until a month 
ago, when the pain became more persistent, and 
his ankles began to swell. The ankles, after rest 
and blistering, he says, became better, but swelled 
up again after he began to get about, subsiding 
again after rest. When he came into this hospital 
his knees were normal; he was admitted on account 
of his stomach pains. Two days after admission 
one elbow became swollen, and, as this subsided 
without treatment, the left knee became distended, 
and is now very full. So it is an interesting little 
story. This knee condition has probably gone too 
far to subside in the same way as the other 
joints have done, but if it had not gone too far and 
had cleared up the chances are that still another 
joint would have become involved. And so things 
might have gone on until some joint was attacked 
which seemed to be the halting-place of the disease. 
This knee has probably now become the final centre 
of the disease. Now, what is the cause of the condi¬ 
tion of this joint ? We know that infection of joints 
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does more commonly follow than is often recognised 
upon certain gastro-intestinal conditions; in other 
words, that joint-disease may be the result of 
infection from gastro-intestinal causes. I have 
seen it happen on many occasions, and, taking into 
consideration the way in which these joints have 
been involved in succession, and how they have 
got well of their own accord, and as each has 
become well another has become implicated, vre 
must rule out of court, I think, any idea of tuber¬ 
culosis. In diagnosis probability is a very strong 
factor. In this case, I think, the origin almost 
certainly lies in the gastro-intestinal tract, but in 
the first case the origin is altogether obscure. This 
man’s temperature is so high and the condition of 
the joint such that I think aspiration will be useless; 
I should therefore incise and wash the joint out. 
The patient, however, objects to having anything 
done in the way of operation, and it is possible 
that he may be wise in refusing, because these 
joints sometimes get well spontaneously. In the 
old days, when we were not quite so energetic in 
the way of radical treatment as we are now, I have 
seen worse joints than this get well of their own 
accord, perhaps during the application of a Scott’s 
dressing, by means of which we used to flatter our¬ 
selves that a great deal of good was done; whether 
it really did much good or not I cannot say. Joints 
affected in this way are not very uncommon in 
association with typhoid fever, and in this respect 
a very interesting occurrence sometimes takes place, 
especially in connection with the hip-joint. I can 
well remember two cases in which the hip-joint 
was seriously involved during typhoid fever; one 
of the patients was a child, the other a young adult. 
In each case things were going on well so far as 
could be seen. The temperature and other sym¬ 
ptoms had the ordinary characters corresponding 
to the date of the disease, but in each of these 
cases one morning, when the nurse concerned went 
to attend to the patient in the usual way, she was 
suddenly struck with the idea that one leg of the 
patient was shorter than the other, and on investi¬ 
gation this was found to be the case. The 
shortening in each case was due to disorganisation 
of the hip-joint, in consequence of which there had 
occurred dislocation on to the dorsum ilii. Such 
cases used sometimes to be called acute hip dis¬ 
ease without pain, but, as a matter of fact, they 
were not instances of hip disease in the ordinary 


acceptation of the term; the condition was due to 
rapid and painless septic effusion into the joint 
going on until the connecting parts were so softened 
and absorbed that dislocation took place. I mention 
this to show how quietly septic infection may dis¬ 
organise a joint. The knee does not, under similar 
circumstances, tend so much to become dislocated 
in consequence of the ease with which it can be 
controlled by splinting or other means, but if this 
man’s condition were to be followed by effusion 
into the hip-joint it is conceivable that something 
of the sort might occur. The only other possible 
causes here, I think, under the circumstances, 
are gonorrhoea and syphilis, but neither of these 
conditions fit the symptoms. 


A Case of Stiffness of the Knee after 
Injury. 

We had a man here last week who fell from the 
rigging of his ship several months previously, and 
had never been able to completely straighten the 
knee afterwards. Obviously, therefore, something 
occurred at the time of the accident to prevent his 
getting the knee straight. The cause was clearly 
some internal derangement—either a displaced 
semilunar cartilage or a torn fold or fringe of 
synovial membrane. Possibly there was partial 
rupture of a crucial ligament, which offered a 
mechanical obstacle to extension. One of the 
most important points to bear in mind in cases of 
this kind is that you should never promise a patient, 
before operating on such a case, that he will be 
able to get his knee-joint straight immediately after 
the operation. I understand that it proved to be 
a very wise precaution in this case. Immediate 
ability to straighten the limb very rarely follows 
operations of this kind performed at long periods 
after the injury, although any mechanical obstacle 
may have been removed. It is only after a per¬ 
severing course of methodical exercises that perfect 
movement follows operation in the majority of these 
remote cases. The most inveterate obstacle to 
movement is the tearing of a portion of a crucial 
ligament leading to adhesion between the two 
ligaments, a commoner lesion than it is thought 
to be. 

Two Cases of Injury to the Hand. 

The next two cases which I wish to deal with 
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concern only the little things of surgery, but they I 
are instructive in spite of that. 

The first is a man who fell out of a cart and broke 
a metacarpal bone, an injury in itself of no great j 
importance in the class of life to which the patient , 
belongs; it is, however, worth a moment’s con¬ 
sideration, as it happens to be a condition which | 
is often overlooked, cases of this kind being so 
often treated merely as sprains, the fracture escap- ’ 
ing notice. I am obliged to come to the conclusion | 
that the majority of so-called sprains about the . 
wrist, the fingers, and the metacarpal bones, which * 
do not get well rapidly, are fractures. I have many | 
X-ray pictures showing “sprained” wrists and ' 
fingers, some of them one or two years after they j 
have been treated, which have in reality been ! 
fractures. The patients had got well up to a i 
certain point, but did not get any further. In 
many of these cases there is little to feel; there 
may be no crepitus, and those who first see them 
are frequently certain that they are only sprains. 
This particular patient would not, I expect, mind 
if his thumb were a little out of shape, so long as 
it was strong and useful, but there are some people 
to whom the slight deformity would mean a good j 
deal. It may be a very awkward matter if a | 
deformity should follow in a case after you have 
done with it, which you had treated as a sprain, ! 
and which you thought you had cured. Injuries j 
about the metacarpal bones and the phalanges are ; 
prone weeks or months after the accident to be | 
followed by deformity ; the end of the finger beyond | 
the point of injury may begin to drop over to one ! 
or the other side, and six, nine, or eighteen months 
after the accident the patient may consult some , 
other medical man on account of this deformity, I 
which, as often as not, is diagnosed as being due I 
to osteo-arthritis following upon the injury. As 
a matter of fact, this deformity, which is not : 
uncommon, is due to an oblique fracture near the | 
end of a metacarpal bone or phalanx, which 
originally escaped notice because no crepitus could 
be felt and because the X rays were not used, with 
the result that the triangular fragment glides up 
and allows the finger to tilt over to one side. It is 
well to bear these facts in mind from the point of 
view of prognosis, especially as they show how 
necessary it is to use X rays as soon as possible 
in injuries of this kind. Moreover, they well 
emphasise the fact, too frequently forgotten for the 


moment, that crepitus is not inseparably associated 
with fracture, a fact which before now has led to 
lamentable mistakes on the part of very skilful 
people. 

The last of our cases is this boy, aet. 12 years, 
who, whilst standing on his head and hands, felt 
one of his thumbs give way. Upon examination 
here a dislocation backward of the proximal 
phalanx from the metacarpal bone was found to 
have taken place. All attempts at reduction by 
manipulation and justifiable violence have failed; 
there is, therefore, nothing to be done but to make 
an open operation and lever the displaced bone, 
with or without division of ligaments, into its 
proper position. It should be remembered that 
this is a dislocation which mere force will generally 
fail to reduce. In the majority of cases skilful 
manipulation will effect reduction, but some cases 
are irreducible except by the open operation. In 
young subjects like this boy great force should 
never be employed lest the shaft of the phalanx 
should be torn away from its epiphysis. Now, 
suppose that a dislocation of this kind, quite 
irreducible without operation, occurred under 
circumstances in which the operation was impracti¬ 
cable, and therefore the dislocation had to remain 
unreduced, what would be the result ? The result 
in a young subject like this would be by no means 
bad; the thumb would be strong and useful and 
far less deformed than you would naturally imagine, 
as growing bones mould themselves curiously well 
to suit the circumstances in which they grow. I 
had a case of the kind under my observation not 
long since: a dislocation of the thumb which 
occurred about the age of twelve and had been left 
unreduced. At the age of thirty, when I saw the 
patient on account of another matter, there was 
little to attract attention to the part excepting that 
the thumb on comparison with that on the sound 
side was a little shorter than normal and not quite 
so well developed over the distal phalanx as it 
should have been; in movements and strength it 
was as good as the other, and the patient suffered 
no disability by reason of it. Such a result follow¬ 
ing upon an unreduced dislocation of the kind is 
of course no reason whatever for not taking every 
means to bring about reduction. It is, however, 
worth noting as striking evidence of the way in 
which nature sometimes deals with unfavourable 
conditions, and it may be a consolation to a 
practitioner who, having failed to reduce such a 
dislocation by manipulation, finds himself in 
circumstances in which he is not prepared to 
undertake an open operation. 

May 1 3th, 1907. 
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DR. F. J. SMITH IN THE WARDS 
AT THE LONDON HOSPITAL : 

NEW IDEAS ON AN OLD TROUBLE, OR 
THE PATHOLOGY AND TREATMENT 
OF INDIGESTION AND GASTRIC 
ULCER. 


Gentlemen,— To-day I want to give you what I 
believe to be the true principles of the pathology 
of gastric ulcer and indigestion. First of all, it is 
but fair to Dr. Charles Miller, our medical registrar, 
to say that to him belongs the greater part of the 
credit for the facts which I propose to lay before 
you, in that he has studied the microscopical 
appearances with great care with the idea of eluci¬ 
dating the problems with which I propose to deal. 
His microscopical work has quite convinced me of 
the truth of the pathology which he is now evolv¬ 
ing, and which I am endeavouring to expound. 
(The subject has previously been worked at by 
Dr. Soltau Fenwick, and I have every reason to 
believe that his conclusions are practically identical 
with those of Dr. Miller and myself.) 

I will commence by reading to you the gastric 
histories of two patients, and you will notice that 
they are ideally typical of the cases in which we 
are in doubt whether we are dealing with gastric 
ulcer or with chronic indigestion. 

The histories are written at my dictation during 
my cross-examination of the patients, and may be 
relied upon as accurately representing the state¬ 
ments of the patients. 

The first is that of a woman, now in Rachel 
Ward, set. 30 years. “Apparently her earliest 
gastric history began eight years ago. She can 
remember that she used to have bad pains in the 
stomach and on the left side of the chest, and that, 
so far as she can remember, they were present at 
all times of the day, without any particular relation 
to food. She had never been completely happy in 
the whole of those eight years—now and then a 
sharp pain on deep breathing and on exertion. 
She was never sick during the first six of these 
eight years, but two years ago she was taken with 
attacks of pains in the back, which came on 
suddenly but seem to have been independent of 


food; sometimes an attack woke her up at night. 
With the first of these attacks there was frequent 
vomiting for a week, and this vomit was very nasty 
in smell.” It is doubtful whether it smelt anything 
like a motion. It was greeny-brown. This illness 
lasted about three weeks. She went to bed and 
then seems to have got fairly well, as there was no 
history of regular pain, though still she was never 
quite happy. About a month ago, quite suddenly, 
in the middle 1 of the day, she was seized with pain, 
and vomited; the vomit made her a little easier, 
the vomiting again being nasty, frothy, greenish- 
brown material. For a week she lived on practically 
nothing but water, except a pint of milk in the 
whole of that time. During the week she was sick 
frequently, bringing up dirty water; as she did not 
get well she came to the hospital and was admitted. 

The other history is that of a girl, in the next bed 
to the former patient, but instead of being thirty, 
her age is 19J years. “She has been anaemic and 
constipated all her life, but otherwise seems to have 
been well enough up to twelve months ago. She 
was then repeatedly sick half an hour after food, 
and from time to time has continued to be sick. 
Vomiting relieves her pain almost at once. For a 
year she has never been really comfortable. But 
she was not more unhappy than usual until one 
night, when she went to bed at 9.30, and woke up 
at 1 o’clock feeling unusually uncomfortable and 
faint, with much pain in the stomach. She dozed 
until 7.30 and then got up, and as soon as she 
began to walk about she vomited a good deal of 
bright red blood. That happened three weeks 
ago.” 

I think you will agree with me that these are 
typical cases of indigestion and gastric ulcer. I 
must here state in parenthesis that physical 
examination of these two patients yields entirely 
negative results. I propose to speak to you on 
their pathology, diagnosis, and treatment. 

Summed up in a few words my contention is as 
follows: That the three conditions—“ indigestion,” 
“gastric erosion,” and “gastric ulcer”—are but 
three terms in a series of pathological changes 
which the stomach, as a structured organ, may 
undergo, and that these three terms—separable 
enough by the microscope and naked eye, and 
even clinically when found in a typical form—are 
linked together by an innumerable number of inter¬ 
mediate terms shading into one another by such 
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fine gradations that, neither by clinical symptoms j 
nor by post-mortem findings is it always possible I 
to say to which term a given stomach should be 
referred, and this even on close examination after 
death, h fortiori therefore not while its possessor 
is walking about alive, and bearing with him the ■ 
burden of what he is pleased to call indigestion. 
If this be true, and it will be my endeavour to ] 
persuade you, by fact and argument, that it is true, 
we must try to treat our patients in that way which | 
will be most likely to cure them, supposing them j 
to have the more serious trouble. | 

Pathology of Indigestion . 

I will commence by a small, but very important, 
digression on a general law in pathology, which is, 
that while the external influences which may affect 
the various organs of the body are as innumerable 
as the leaves in the Vallombrosa, the pathological 
changes which the tissues can show as the result 
of these influences are but very few indeed, and | 
consist of (1) the phenomena known collectively 
as inflammation, (2) the various forms of degenera- | 
tion, which, when carried to their ultimate con- | 
elusion, result in (3) cellular death or disintegration. 

This principle is of such great importance, and j 
so universal in its application, that I trust you will 
forgive me for dwelling on it for a little while in so 
far as it refers to the stomach. 

The stomach consists, as you are all aware, of j 
serous, muscular, and mucous coats. Of the first 
two of these I do not propose to speak, except to 
remind you that they are collectively not very 
thick, and that they are in structural continuity one 
with the other, and both with the mucous coat, so 
that inflammation can very easily extend in its 
gross and fine manifestations through all three | 
coats. But the structure of the third coat is of the 
last degree of importance to us in studying the 
pathology (remember that this word includes two 
rather distinct ideas—(1) morbid physiology or 
disturbed function, and (2) morbid anatomy, or ' 
altered structure) of dyspepsia. In contact with ! 
the food we have a continuous layer of epithelial 
cells covering the surface of minute papillae. These 
cells in turn are like the bricks in a wall set in 
mortar, the mortar being in the stomach repre¬ 
sented by a basement membrane consisting of a 1 
dense, but thin, layer of all forms of connective— * 
and one might add, including even muscular— ] 


tissue, and the finest of lymph-spaces and canals 
through which the nourishment of the cells them¬ 
selves probably has to pass outwards—/. e., towards 
the lumen of the stomach—while the products of 
gastric digestion have to pass in the opposite 
direction from the lumen out to the circulation. 

Below this basement membrane comes a loose 
layer of connective tissue with the muscularis 
mucosa* embedded in it; this binds the epithelial 
papillae of the stomach to the subjacent main 
muscular coat. The object of the looseness of this 
connection is to permit of the mucous membrane 
being thrown into folds without harm when the 
musculature is in action. 

Between the basement membrane and the main 
muscle, and often, also, superficial to the basement 
membrane, between the epithelial cells at the 
junction of two adjacent papillae, there is, however, 
one other structure which forms, from our present 
point of view, the most important element of the 
whole mucous coat. This structure consists of 
small masses of cells of a round, connective-tissue 
type, which might be termed “submucous tonsils” 
or “adenoid acini.” With the functions in health of 
these cellular collections I am totally unacquainted, 
but with their powers for evil in disease Dr. Miller 
has made me familiar. 

They vary in size; most of them are, of course 
quite microscopical, but some few are just visible 
to the naked eye. They are not found in the 
newly-born baby, but are very numerous in the 
young, and seem to diminish after the age of, say, 
forty. They are strikingly numerous in the 
pyloric region—the most frequent seat of gastric 
ulcer. Their importance cannot be over-estimated, 
and I shall have to refer to them repeatedly in 
connection with Dr. Beaumont’s observations. 

Such being a very brief and incomplete, but 
sufficient, outline of the normal anatomy of the 
stomach, let us now turn to the morbid pheno¬ 
mena. Of morbid physiology, or purely func¬ 
tional troubles, in the stomach we cannot, of 
course, have any objective positive proof, for we 
cannot see these fine chemical processes; but 
judging by what we know of indigestion and star¬ 
vation from improper feeding in babyhood, it 
would seem that such morbid processes may go on 
for protracted periods without structural change, 
though of course there are many alternative theories 
which could account for the clinical results. 
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But now of actual morbid anatomy, or change in 
structure, we have rich collections of facts from 
the extremely interesting descriptions by Dr. Beau¬ 
mont of the changes visible to the naked eye that 
were produced in the stomach of Alexis St. Martin 
during an attack of indigestion. St. Martin was 19 
or 20 years of age when he met with an accident—a 
shot from an old musket entered his loin and came 
out under his heart. An important part of the 
accident was that it blew off the cardiac end of his 
stomach, and on recovery he was left with a big 
opening under the left ribs into the stomach. 
Through this hole Dr. Beaumont was able to make 
all sorts of observations. The man lived for many 
years; he was known to be alive many years after 
Beaumont had finished with him ; but no one 
after Beaumont seems to have taken up the busi¬ 
ness of experimenting with him. During the years 
he was under Dr. Beaumont’s care he lived the 
ordinary hard life of the Canadian North-West, 
hauling lumber, walking long distances, shooting, 
riding, etc., and Dr. Beaumont is particular to 
explain that he was in perfect health ; therefore all 
the experiments have this particular value, that 
they were done on a man who, except for the 
gastric fistula, was in absolute health ; he could do 
a day’s work with anybody. But St. Martin had 
one bad habit, which has also clung to some others 
since his time, that is to say, a habit of getting 
drunk rather frequently, and whenever he got 
drunk he had the condition of his stomach which 
I will now describe to you exactly in Dr. Beau¬ 
mont’s words. 

This is the first extract from his book : “ In 
disease or partial derangement of the healthy 
functions the mucous membrane of the stomach pre¬ 
sents various and essentially different appearances, 
in febrile diathesis or pre-disposition from whatever 
cause (you must remember that this was written 
seventy-five years ago; in those days “ diathesis ” 
was a mysterious sort of word, with a meaning 
something like that of “ Mesopotamia it included 
a good deal; all Beaumont meant by it was that the 
man’s temperature was somewhat raised, and he 
felt seedy), obstructed perspiration, undue excite¬ 
ment by stimulating liquors, overloading the 
stomach with food, fear, anger, or whatever de¬ 
presses or disturbs the nervous system, the villous 
coat becomes sometimes red and dry, at other 
times pale and moist, and loses its smooth and 


healthy appearance ; the secretions become vitiated, 
greatly diminished, or entirely suppressed; the 
mucous coat scarcely perceptible (sic); the fol¬ 
licles flat and flaccid, with secretions insufficient to 
protect the vascular and nervous papillae from irri¬ 
tation. There are sometimes found on the internal 
coat of the stomach eruptions or deep red pimples , 
not numerous, but distributed here and there 
on the villous membrane rising above the surface 
of the mucous coat. These are at first sharp 
pointed and red, but frequently become filled 
with white purulent matter. At other times' 
irregular circumscribed patches, varying in size 
from half an inch to an inch and a half in circum¬ 
ference, are found on the internal coat. These 
appear to be the effect of congestion in the minute 
blood-vessels of the stomach. There are also seen 
at times small aphthous crusts (what he means by 
aphthous crusts are little scabs, one might say, he 
derives the term “ aphthous ” from the aphthae of 
the throat which children get, and which are some¬ 
times mistaken for small curds of milk) in con¬ 
nection with these red patches. Abrasion of the 
lining membrane, like the rolling up of the mucous 
coat into small shreds or strings leaving the papillae 
bare for an indefinite space is not an uncommon 
appearance. These diseased appear a ?ues, when very 
slight , do not always affect essentially the gastric 
apparatus. When considerable, and particularly 
when there are corresponding symptoms of disease, 
as dryness of the mouth, thirst, accelerated pulse, 
etc., no gastric juice can be extracted, not even on 
the application of alimentary stimulus. Drinks 
received are immediately absorbed or otherwise 
disposed of, none remaining in the stomach ten 
minutes after being swallowed. Food taken in this 
condition of the stomach remains undigested for 
twenty-four or forty-eight hours or more, increasing 
the derangement of the whole alimentary canal and 
aggravating the symptoms of disease. After exces¬ 
sive eating or drinking, chymification (he uses the 
word “ chymification ” here for what we understand 
by digestion, but the word indicated something 
very mysterious to him and therefore much more 
important than it is to us) is retarded, and although 
the appetite be not always impaired at first, the 
fluids becomes acrid and sharp, excoriating the 
edges of the aphthae, and almost invariably produce 
aphthous patches and the other indications of a 
diseased state of the internal membrane mentioned 
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above.” The next sentence I shall read to you 
has no direct bearing on what I am talking about ( 
now, namely, gastric ulcer, but it has rather an ^ 
important bearing on clinical medicine. “ Vitiated | 
bile is also found in the stomach under these cir¬ 
cumstances, and flocculi of mucus are much more 
abundant than in health. Whenever this morbid 1 
condition of the stomach occurs, with the usual 
accompanying symptoms of disease, there is 
generally a corresponding appearance of the 1 
tongue. When a healthy state of the stomach is , 
restored the tongue invariably becomes clean.” | 

These words are simply ordinary descriptions of 
dyspepsia by a man who had absolutely no fad in 
his mind; he was an ordinary practitioner, who by 
luck got this man with a gastric fistula, and there¬ 
fore on those grounds alone I accept the descrip- I 
tions as absolute facts. Now, Dr. Beaumont, for I 
want of a microscope, such as every student to-day 
possesses, was unable to analyse minutely these 
changes which he describes so faithfully as they 
presented themselves to the naked eye; we are, 
however, in a very different position, thanks to Dr. 
Miller’s work. He has provided us to-day with a 
practically complete series of microscopical sections 
of the stomach, showing the anatomy of the organ 
as described above, and also the true inwardness of 
the naked-eye, pathological appearances observed 
by Beaumont; they, to my mind, offer a complete, 
logical, and comprehensive explanation, not only of J 
our two typical cases, whose histories I have just 
read to you, but of all other cases of indigestion 
and gastric ulcer as ordinarily met with. 

Let us begin with the morbid anatomy as we 
can actually see it. In all cases of solution of I 
continuity of the mucous membrane the solution 
first commences at a spot where there is one of t 
these collections of small round cells, an adenoid j 
acinus, and in the following manner: The first ! 
change is a swelling up of the follicle or acinus, | 
accompanied, of course, with hypersemia and exuda¬ 
tion of lymph : the swelling stretches the overlying 1 
membrane or epithelial layer, and eventually ; 
causes it to rupture. The gap caused by this rupture | 
if small, and if the stomach is previously approxi- ! 
mately healthy, is speedily closed by a contraction , 
of the muscularis mucosae, which causes the over- 
lying layers of tissue to be thrown into folds, and 
the edges of the solution of continuity are soon 
glued together by inflammatory lymph. All these 


early changes can be most excellently seen in the 
first three or four microscopical slides, which were 
taken from stomachs of persons who were known 
to have had indigestion. The remaining slides 
show in a most beautiful manner the later stages of 
the process when the reparative side of inflamma¬ 
tion has had time to make its influence felt (vide 
below). 

I will now make a few explanatory remarks to 
you on the clinical varieties of, and incidents in, 
gastric ulcer, including the above-mentioned later 
stages, commencing with the oldest and most 
obvious we have : 

(1) The large chronic ulcer, probably adherent to 
many organs and with much thickening of its base .— 
This is produced as follows : after the rupture of 
the adenoid follicle, the causes which led to the 
original inflammation were of sufficient power to 
offer considerable resistance to the vis medicatrix 
natures, and also, per contra, the vis medicatrix 
natures was of sufficient power to wage a very stiff 
fight with the original evil influence, and hence, 
with forces so nearly balanced, in one part of the 
field of contest the evil gets just a little the best of 
it and the ulcer spreads ; at another part the good 
does the same, and stops the evil by a process of 
fibrosis. In this connection we must bear in mind 
the physical conditions that obtain in the stomach : 
with each meal fresh battalions of microbes (one 
must never forget that any piece of food is crammed 
with microbes of sorts) and fresh multitudes of 
sharp angles, harder than the cells of the mucous 
membrane, are brought to the scene of conflict; 
and though it may be true that the microbes are 
primarily beneficent in their action, it takes a very 
slight change of circumstance to convert this bene¬ 
ficent action into a maleficent one. Put them 
into the stomach and they are likely enough to 
help the digestive processes; but if you let them 
get into the peritoneum they will do anything but 
help—they irritate and worry it. There is in the 
peritoneum a congenial soil for them, and they set 
to work and breed, giving rise to all sorts of poisons 
and causing death. And I may say, and it is not 
foreign altogether to my subject, that if you are 
asked what is the cause of death in peritonitis, you 
must say it is not the inflammation of the peri¬ 
toneum which kills—it is the absorption of poisons 
or toxins from the inflamed peritoneum; and 
though the cells of the mucous membrane are 
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primarily built to deal with sharp particles of food 
stuffs, when they are once made ill by the primary 
inflammation a stimulus, which was originally 
helpful and healthy, may now easily become harm¬ 
ful and lead to debility and death of a sick cell— 
a most important consideration in dealing with 
treatment. 

(2) The smaller, so-called acute ulcer .—In this 
the forces of healing are, after a time, exactly 
balanced by the forces of destruction, and until 
some extraneous aid is brought to one side, or 
the other things remain in status quo, and the 
ulcer, speaking broadly, neither spreads nor heals, 
though exceptions only too frequently occur, as the 
operation theatre and post-mortem room only too 
eloquently prove. 

( 3 ) Perforation .—In this case, at one small spot, 
the forces of evil find that the forces for good are 
weak, and destruction may take place at this one 
spot with appalling rapidity, leaving the fibroticand 
adhesive processes far behind; hence is explained 
the acute belly of the surgeon ; but if the destruc¬ 
tion at this point be just a little slower adhesions 
to neighbouring organs may form, and picture No. 1 
is reproduced over a greater or less area, according 
as the battle wages, under the circumstances I have 
attempted to sketch under heading No. 1. 

(4) Hcemorrhage. —This is the most puzzling 
phenomenon of all, from a clinical and therapeutic 
point of view, but from our present pathological 
standpoint is very easy of explanation. The I 
adenoid follicles are dotted about the stomach— 1 
more thickly in the pyloric region—without any 
special reference that can be ascertained, at any 
rate, to the blood-vessels, and very commonly 
situated in immediate proximity to one; con¬ 
sequently, when a follicle inflames and ruptures 
the adjacent vessel is exceedingly likely to share 
in the process, when one of two things may happen : 
either the breaking-down process may be so rapid 
that thrombosis may not have had time to occur, 
or , per contra, endarteritis and thrombosis may have 
taken place. In the former case, haemorrhage will 
occur of greater or lesser amount, according to the 
size and nature (arterial, venous, or capillary) of 
the vessel. In the latter case little or no haemor¬ 
rhage will occur. The ultimate results can easily 
be appreciated: if the vessel was previously 
healthy, and not involved in any great amount of 
fibrosis, it is probable that it will rapidly seal the 
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solution of continuity in its walls, and nothing more 
will be heard of the matter. If, on the other hand, 
the vessel is not only diseased itself, but is fixed in 
the midst of stiff, unyielding tissue, it is quite likely 
that repeated haemorrhage may occur. Something, 
too, will depend upon the nature and size of the 
opening in the vessel. One can here get a glimpse 
of the indications for the treatment of haemorrhage 
in gastric ulcer—a point I shall again refer to when 

| we discuss treatment. 

(5) Fibrosis of the stomach or stenosis of the 
pylorus, or hour-glass stomach .—This is merely the 
outward expression of the fact that in man, at any 
rate, Nature seems to be powerless to reproduce 
highly specialised tissues when once they are de¬ 
stroyed ; all she can do is to provide scar tissue to 
fill up a gap, whether that gap occur in the skin, 
connective tissue, muscle, or more highly or¬ 
ganised epithelial cells. This scar tissue is a very 
simple affair in structure, and still more simple in 
function. In structure it consists solely of fibres 
laid down as strands of very plastic living material 
(the blood-vessels formed in gross scars are no 
part of the scar, only of the processes which resulted 
in the scar). Of functions they possess only 
the elementary one of shortening, hardening, and 
drying, so to speak, into a permanent form, and in 
this form are left with no activity and a very 
limited amount of elasticity; or, rather, I should 
say, the co-efficient of elasticity is great, but the 
amount of distortion producible in them by the 
forces to which they are subjected is very slight. 
At the same time, there are two aspects of this 
scarring which must not be lost sight of when we 
are considering the totality of a case of so-called 
dyspepsia. 

(a) Each small lymphoid follicle that bursts is 
replaced by a tiny scar, and so the total active 
mucous membrane of the stomach may be in time 
much reduced, and the balance may be over¬ 
worked and so made more vulnerable to attack, or, 
per contra , in older people with fewer acini indiges- 

I tion may, and does, become rarer as a primary and 
simple affection. 

(b) A great deal of what is clinically—by our 
patients, at any rate—termed dyspepsia or discom¬ 
fort and pain after food is in reality due to ad¬ 
hesions between the stomach and other organs 
concerned in digestion, which organs are thus pre¬ 
vented from working smoothly and harmoniously 
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in the function of digestion. These adhesions may | 
occasionally be diagnosed or intelligently guessed 
at during life; they are an extremely common 
post-mortem finding, as I have shown elsewhere in 
the ‘Clinical Journal.’ j 

So much for the actual morbid anatomy of our 
subject; now let us turn to the symptoms. 

Slight fever, indigestion, loss of appetite, con¬ 
stipation, and a rather dirty tongue are all the 
symptoms that I)r. Beaumont mentions in con- j 
nection with St. Martin. I cannot find that these 
symptoms bore any regular, definite fixed propor¬ 
tion to the degree of change in the mucous 
membrane of the stomach—a correlation of a sort 
there certainly was, but nothing which, in the , 
absence of inspection of the stomachy could have | 
served the place of a pathognomonic indicator, so 
to speak; in other words—and the importance of 
them cannot be over-estimated—there was no certain j 
sign by which slight changes could be asserted to 
be present with slight symptoms, and vice versa , 
and note how importantly this corroborates our 
own clinical experience of those cases in which J 
a severe gastric haemorrhage supervenes quite > 
suddenly in a patient who, only under very close 
cross-examination, will admit having had anything 
more than the very slightest signs of indigestion, 
and sometimes will not even admit this. The case 
of our second patient is here very much to the 
point; the only difference is that she has actually 
suffered from free haematemesis. 

The one important symptom of which our two 
patients have complained, and yet which was not 
noted in St. Martin, is pain after food. The 
omission is very striking, and requires some ex¬ 
planation. I think one point may lie in the fact 
that St. Martin was a hardy frontiersman instead j 
of a delicate woman, and so may never have 1 
admitted that his discomfort after food amounted 
to actual pain, but even he said that thermometers 
and muslin bags caused pain when introduced into 
the pyloric end of his stomach, and also complained 
of a good deal of discomfort when digestion was 
long delayed, so much so, indeed, that upon more 
than one occasion he refused to permit further 
experimentation. 

Such, gentlemen, are the main facts of the 
situation. We have our present patients com¬ 
plaining of practically the same symptoms as St. j 
Martin. We have mathematical demonstration of | 


the naked-eye changes that occurred in his stomach 
while he was actually alive, and we have Dr. 
Miller’s microscopical sections proving that similar 
changes do occur regularly and persistently in 
stomachs which have been those known to have 
performed their functions with difficulty and dis¬ 
tress (dyspepsia), known to be the seat of erosions, 
and, finally, known to be the seat of definite ulcer. 
In my opinion, then, and I think I must have con¬ 
vinced you of the truth of my assertion, the chain 
of proof is complete that the three terms are merely 
stages in one and the same pathological process, 
the clinical picture varying only in obedience to 
quasi-accidental circumstances, such, for instance, 
as the degree of proximity of a blood-vessel to an 
erosion, or the degree of fibrosis of vessels and 
stomach wall. 


Diagnosis . 

It must naturally follow/ then, that, in my 
opinion, a differential diagnosis in the early stages 
in subjects under, say, twenty*five, is impossible, and 
not only so, but is useless for treatment, which, as 
I shall presently show you must proceed on broad, 
general lines, which are the same for all cases. 

I must not, however, be understood to mean 
that it is useless to make most minute inquiries 
into the details of a case of dyspepsia, or useless to 
make a most careful local physical examination, for 
ever)' now and then, even quite early in a case, 
some quite pathognomonic incident will be found 
indicating unmistakably the exact condition of 
affairs in the stomach. Thus the fact of an ulcer 
being adherent to the abdominal wall reveals itself 
by unmistakable physical signs, as I have expe¬ 
rienced more than once; and again a severe haema¬ 
temesis compels the patient to undergo proper 
treatment in bed, though it by no means proves 
the presence of a gross ulcer, as I have already 
insisted. 

As a final word on the pathology of our subject, 
there is one most important question to which I 
would like to give you a definite and unequivocal 
reply if I could, but which I fear must be left 
open to ypur judgment, guided in some measure 
by my statements on the morbid anatomy of the 
stomach. 

The question is this: is a gross gastric ulcer a 
constitutional trouble—a diathesis, as Beaumont 
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would have termed it—the result of which would | 
be that as soon as one ulcer healed up another 
would form, owing to some peculiarity in the 
stomach inherent in the constitution of the patient, 
who would thus go on having attacks of gastric 
ulcer as long as he lives ? Or, on the other hand, 
is it simply an accident which has happened to the 
individual, in the same way that a man has broken j 
his arm, and hopes he will never break it again, 
and is not likely to ? I confess that I am strongly 
inclined to the view that a person who in early life 
begins to suffer from indigestion will continue to 
suffer from the particular pathological process i 
which we have described. In other words, in my 
own opinion, it is a diathesis, and that you may 
speak of a person having a gastric ulcer diathesis if 
you like, for I believe that some people are dis¬ 
tinctly more liable to these severe stomach con¬ 
ditions than are others. I believe, on the other 
hand, that a person who does not have indigestion 
will not have a gross gastric ulcer, except by some 
accident, such as from swallowing a corrosive | 
poison or a sharp-pointed piece of metal, or similar f 
foreign substance. 

Incidentally, I may remark that Dr. Beaumont 
used to put into St. Martin’s stomach food sewn up 
in muslin bags; but when he did he always had to 
desist in a day or two, because he found it started 
these red spots and pimples in the stomach ; by 
putting an injurious substance into the stomach he 
could produce these conditions at will. I do not 
hesitate to say that Alexis St. Martin probably was 
a man who would never have had a gastric ulcer 
under ordinary circumstances (it would be interest¬ 
ing to know his later history and cause of his. 
death). 

To judge by clinical experience, it would almost 
seem as though most women were born with a con¬ 
stitutional liability to gross gastric ulcer—/. e ., that 
slight dyspeptic changes have in women a great 
tendency to progress into gross ulcer, whereas in 
men it would seem that such a liability is only 
acquired by long-continued habits which produce 
the effects which we recognise as the early stages 
of an ulcer. For it is an indisputable fact that 
many more women than men are operated upon 
at comparatively early age for trouble of this nature 
which has reached a stage beyond the reach of 
ordinary medicinal treatment without operative 
interference. 


Treatment. 


It is a very commonplace truism to say that 
rational treatment should have as its basis the 
removal of the cause of ill-health, and also an 
exact appreciation of that cause, or, in other words, 
precision of diagnosis as to the morbid physiology 
and anatomy of the condition ; but in the particular 
trouble I am considering we cannot have such pre¬ 
cision for many reasons: we have not all gastric 
fistulae, nor can we have an exploratory gastrotomy 
done on every patient that complains of dyspepsia; 
hence our treatment has to be based on an expe¬ 
rience, more or less extensive, of cases presenting 
similar features to those of the patient before us, 
and then on a more or less intelligent deduction 
from the facts of morbid anatomy which I have 
sketched out for you. 

I do not propose to discuss the relative and 
respective merits of soda with gentian before meals 
versus hydrochloric acid with nux vomica after 
meals, but I do wish to discuss some wider points 
in indigestion. Take, for instance, the indigestion 
of young women, for it is, after all, this class of 
patient that has been in my mind all through my 
lecture. What is a fairly average history of such a 
case ? The patient, a girl between sixteen and 
twenty-five, comes with a very pale face, very short 
of breath, and with more or less complaint of pain 
and discomfort after meals. The diagnosis is made 
of anaemia and dyspepsia, and text-books generally 
state that iron should .be withheld till the dyspepsia 
is better, but one might as well advise that, when 
thirsty, we should refrain from a drink till the thirst 
is gone : the cause of the dyspepsia is the anaemia, 
and this will not improve without iron. Suppose, 
however, that the patient is not particularly anaemic, 
but complains all the same of severe indigestion, 
what is to be done? Iron will here, I admit, be 
contra-indicated as likely to irritate the stomach 
and to increase the constipation. Of course, you 
will at once advise that the diet should be attended 
to, and will probably make the fatal mistake of 
ordering the patient to take only milk, and she will 
interpret this as a glass of milk as often as possible. 
(I shall have a few words to say on this point later.) 
You will then, probably, put her on bismuth with 
a little cardamoms and hydrocyanic acid, but only 
too frequently bitter experience proves all this to 
be useless, and the patient returns to your surgery 
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time after time saying that she is a little better, but | 
she never gets quite well, and, in fact, she only 
says she is better out of politeness to you, and in 
order to encourage you and herself with the idea of 
improvement. Now, even with regard to bismuth, 

I have proved a very useful little plan, which is as i 
follows: Let the patient have no food of any sort 
after 5 p.m., and give her 5j of bismuth at 10 p.m., 
at 2 a.m., and at 6 a.m.— i. e. y on a perfectly empty 
stomach—and I would be far from saying that 
bismuth is useless under these conditions, but I 
do say that unless we put the patient into bed, and j 
keep her there for a time/ we are not giving drugs of 
any kind a fair chance. 

In my sketch of the pathological changes in the 
stomach I have emphasised the fact that there is 
no symptom, nor even combination of symptoms, 
that will enable us to say for certain that such a 
patient has, or has not, some solution of the con¬ 
tinuity of the mucous membrane of the stomach, 
but the probabilities are that she has some such 
solution, or even more than one, and this proba¬ 
bility from morbid anatomy is made into a practical 
certainty by the clinical experience that in a by no 
means negligible percentage of such cases there 
comes a history of sudden and severe haemorrhage, 
or a permanent condition of pain after food arises, 
which strongly suggests the diagnosis of a visible 
gross ulcer of the stomach. Now my experience 
has again and again shown me that it is absolutely 
impossible to cure the latter condition—viz., per¬ 
sistent dyspepsia—without bed (in haemorrhage we 
have no hesitation in ordering it), and that, with 
rest in bed, the pain disappears almost at once as 
though by magic. With the pathological facts 
above sketched staring us in the face, surely the 
old adage of “a stitch in time saves nine” must 
be irresistibly suggested, and we ought to feel it 
our bounden duty to urge in the very earliest 
stages that line of treatment—viz., bed—which we 
know will produce the speediest and best result. 

By taking the case thus early we get the mucous 
membrane of the stomach in a tolerably healthy 
condition, in w'hich it can be folded over small 
erosions and heal them, and, not only so, but it is 
equally obvious that we run the best chance of 
preventing these tiny erosions from becoming gross 
naked-eye ulcers. 

I am aware that I am recommending a policy of 
perfection, and that it is quite impossible to carry 


it out in all cases without exception, but I am sure 
that we might do more than we are doing in the 
direction of saving much illness, and even life, if 
we would only realise how important it is to pre¬ 
vent, rather than to try to cure, gastric ulcer, and 
surely it is better, even for a working girl, that she 
should lose a day or two’s wages occasionally rather 
than drift into a condition of permanent ill-health 
with her working capacity reduced to a vanishing 
point just when it is most important to her, that is, 
in the early days of married life, coupled, in all 
probability, with the burden of maternity. 

I have dealt somewhat fully with the case of 
dyspepsia in the anaemic girl because I consider it 
the case above all others that exhibits in almost 
complete perfection the complete transformation 
of simple dyspepsia into erosion and ulcer and 
chronic gross lesion, but my argument holds good 
of all other cases of simple indigestion. I may 
here again quote Dr. Beaumont with regard to the 
time it took to put St. Martin’s stomach into a 
condition of health: 

“August 1st, 1825.—At mid-day put articles on 
a string into stomach worked, at 1 p.m. meat un¬ 
touched, at 2 p.m. pain and uneasiness at the 
breast, debility and lassitude with some pain in 
head, fluid rancid and sharp. 

“ August 2nd.—Distress and pain continued, 
costive, depressed pulse, dry skin, coated tongue, 
and numerous white spots or pustules resembling 
coagulated lymph spread over the inner surface of 
stomach ; dropped in half a dozen calomel pills, 4 
or 5 gr. each ; bowels open in three hours, and 
removed the symptoms and diseased appearance of 
inner coat.” A very rapid cure. 

Again : “ December 7th.—Some indication of 
gastric derangement, small aphthous patches, bile 
in juice, digestion took five and a half hours, from 
8 to 1.15 ; then dined at 3.30, and stomach empty 
at 7. 

“ December 8th.—Villous coat red and irritable, 
inclining to dryness; thin whitish coat on tongue, 
and similar appearance on stomach. 

“ Later, at 2.45 : headache, lassitude, dull pains 
in left side and across the breast; tongue furred 
with thin yellowish coat* and inclined to dryness; 
eyes heavy and countenance sallow. The villous 
membrane of stomach very much resembled the 
tongue, with small aphthous patches, in several 
places quite irritable and tender. Gave then 6 gr. 
blue pill, four aloetic pills, common size, and 
sprinkled on stomach 5 or 6 gr. calomel. Medi¬ 
cine operated next morning, relieved the symptoms 
and changed the appearance of stomach and 
tongue, removed the aphthae. 
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“ On the 9th (/.*., next day) felt quite well, and 
stomach looked healthy again. 

“ December 13th, 7 a.m.—Perfectly well. Exer¬ 
cise moderate at midday ; walked two miles quick, 
took off coat and worked in open air, and soon 
seedy as before. 

“December 14th.—At 7 stomach deeper colour 
than normal, inclined to dryness ; aphthous patches 
and some spots of darker coloured mucous coat 
not uniform ; some places thicker, a little elevated, 
and rolling up like thin membrane, leaving a spot | 
beneath red and irritable ; very little juice, appe- ! 
tite bad. 

“ At 1 p.m. observed several small sharp-pointed 
white pustules, or pimples, dispersed here and there. 

“At 7 p.m. clean again.” 

. (Extract 7.) “December 16th, 9a.m.—Complete 
digestion in three hours. On examining stomach 
an hour after the chyme had passed out several 
red spots and patches, abrasion of the mucous 
coat, tender and irritable, appeared spread over the 
inner surface. The tongue, too, had upon it a 
thin, whitish fur. Yet his appetite was rather 
craving. 

“December 17th.—Muslin bag used. 

“December 18th. —8.30 breakfast; 1.30 clear. 
Contents acrid; irritation of aperture’s edges; 
tongue yellow fur. Several deep red patches in ■ 
stomach, appetite poor; gave 12 gr. pil. hydrarg. 
and five cathartic pills. Cure next morning; but 
repeated on 19th the muslin bag at 8.45 and at 
2 p.m. Coats of stomach did not appear healthy 
—deeper red than natural, with patches of still 
deeper colour spread over protruded portion. 
Mucous covering abraded in places and rolled up, I 
resembling shreds of epidermis tom from a blis- ' 
tered surface. 

“ December 22nd.—The coats of the stomach 
have not appeared in their usual healthy condition 
for several days past—colour darker, mucous coat 
unequal; some patches of a purplish colour, with 
aphthous edges; surface inclined to be dry; very 
little secretion of gastric juice ; digestion slower and ! 
less perfect than usual; bowels inactive, nothing 
passed for sixty hours. 

“ December 23rd, at 6 a.m.—Villous membrane 
inclined to dryness of a darker colour than natural: 
papillae small and sharp ; mucous covering scarcely j 
perceptible; bowels costive ; tongue coated with ' 
yellowish fur, edges pale. 01 ricini 1 oz. and 5 gr. 
calomel. Ate breakfast. 

“ At 2 stomach empty, coats healthier; put in 
12 grs. calomel at 5. The stomach was in commo¬ 
tion—indications bf the cathartic action of the 
calomel; slight nausea; stomach full of a white 
frothy fluid, running out at the aperture like fer¬ 
menting beer from a bottle ; slight pain and motion 
in the bowels and increased secretion of saliva ; no 1 
motion from bowels. Temperature of stomach 
ioi°, pulse 80 per minute. . 


“At 6 p.m. calomel had operated twice. Tem¬ 
perature ioo°, pulse 62. 

“ On December 25th still a few red spots on the 
mucous surface ; gastric secretions appear healthy. 

“ Drunk on December 30th in afternoon. 

“ On December 31st colour darker red than 
natural, and dry mucous coat abraded in spots 
and rolled in small shreds, more irritable than 
usual. ‘The disease appears probably the effect of 
intoxication yesterday.* ” 

(Extract 8.) “January 6th, 1833, 8 a.m.— 
Coats generally healthy, few small erythematous 
patches on mucous surface, free secretion, ap¬ 
petite good. Breakfast at 9, at 1 stomach 
nearly empty ; several small spots of dark grumous 
blood exuding from papillae of the mucous coats 
made their appearance. Dined at 2.30, at 4.30 
stomach empty. Several small, sharp-pointed, 
white pustules made their appearance on the inner 
surface of the stomach at this time, and the surface 
generally was of a paler colour and more flaccid. 

“January 7th, -at 8 a.m.—Less of the pustules 
and red patches than yesterday. Colour of coats 
natural, little secretion. 12.30 dinner —bread and 
hard-boiled eggs. 3.30 edges of aperture exco¬ 
riated, some pimples and erythematous patches on 
the inner surface; coats red ; 6 o’clock empty. 

“At 8.30 on 8th healthy; no pimples, no 
patches.” 

(Extract 9.) “January 13th.—Coats not per¬ 
fectly healthy; general surface rather paler than 
usual, some red spots and pimples.” 

(Extract 10, p. 288.) “January 31st.—Put a 
thermometer into stomach: ‘ When the bulb is 
sunk down low into the stomach and allowed to 
remain there a minute or two, it gives severe pain 
and distress at the pyloric extremity, like the cramp 
or the sensation frequently described by persons 
suffering from undigested food in the stomach, and 
leaves a sense of soreness if repeated.’ ” 

Dr. Beaumont’s treatment, you will observe, was 
somewhat heroic according to modem ideas, but it 
was eminently successful; it was, however, not for 
the treatment I have quoted him so fully, but to 
convince you of how speedily the stomach will 
resume its healthy appearance and function when 
put under favourable conditions with the patient in 
bed, and thus incidentally to show you that you 
need not despair of success because your patients 
can only spare twenty-four hours for going to bed. 

I must, of course, admit that in many of our 
adult patients we shall find twenty-four hours of 
bed of very little use, but you must remember 
that in your older patients it becomes increasingly 
•difficult to be certain that we are dealing with 
disease inside the stomach, and not outside in the 
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nature of adhesions, gall-stones, cirrhotic liver, etc., 
though even here bed and starvation are our best 
assistants in arriving at a diagnosis, and in effecting 
a cure should we find that the trouble is inside the 
organ and not outside. 

Diet in dyspepsia .—I have several times used 
the term “ starvation ” as a means of treatment, 
and you may properly expect me to define that 
term. In its strictest sense, I mean it to compre¬ 
hend a diet consisting solely of plain water without 
any addition whatever, and this I would maintain 
for at least twenty-four hours, or even forty-eight 
hours, and even much longer (I have no doubt a 
patient can live for a week, or even two, on water 
only), and be guided as to its continuance by the 
condition of the patient, whether, that is, he or she 
seemed to crave for a little food; whether, again, 
the tongue were cleaning; the tongue, as Beaumont 
proves, is a fair clinical index to the condition of 
the stomach under our present circumstances (not 
under such as the fevers, typhoid, etc.). You may 
naturally ask, Do I also include nutrient enemata 
under the term ? Well, I certainly think that they 
may be included under the heading “starvation,” 
for even careful experiment shows that precious 
little, if anything, more than water is thus absorbed, 
but I go further than this with regard to them and 
state emphatically that, under the circumstances 
we are dealing with, they are most distinctly useless, 
and unnecessary even, in a case where a definite 
acute gastric ulcer is, from a clinical point of view, 
almost certainly present. 

I recently had a case of this sort in which the 
idea occurred to me of giving the patient simple 
grape sugar in solution in the water after I had 
given nothing but plain water for two days. She 
got well, it is true, and I think the plan worth 
further trial, but I must not be held to be urging 
it upon you as a brilliant discovery, nor as an 
infallible resource. The idea underlying it was 
that the grape sugar could probably be absorbed 
entirely from the stomach with the slightest diges¬ 
tive effort on the part of that organ. 

Whether the water diet be kept on for twenty- 
four hours or for longer periods (I may say that 
four, five, or even six days of it constitutes no 
danger should it seem desirable to persist so long), 
the return to ordinary food should distinctly not be 
made through ordinary milk in a pure and simple 
form; milk for dyspepsia should always be mixed 


with other materials or treated by a method of 
cookery, so as to prevent its curdling in big lumps 
in the stomach. I have no objection, for instance, 
to rusk or other biscuit soaked in milk, a little 
roast apple and biscuit-dust mixed into a panada 
with milk, or to a custard made with milk, or 
junket broken up with a fork. In any of these ways 
the main objection to milk as a diet may be over¬ 
come. In this transition period between starvation 
and ordinary diet my own idea is that softness of 
food and the fineness of its division are the two 
main items to be secured, for (in contrast to my 
teaching in typhoid fever) we must remember that 
the stomach cells are here, many of them, very sick 
and sorry, and that the food passes at once directly 
into immediate contact with these cells so soon as 
the teeth and tongue have finished with it. 

I think, too, that even when ordinary diet has 
been resumed the importance of good mastication 
is very great, though my experiences in Canada 
and the States would not lead me to make too 
much of this, for it is a fact that a very striking 
proportion of adults in those countries show evi¬ 
dence of careful dentistry and yet dyspepsia is, I 
am told, very rife on that continent; it may be that 
they have good instruments, but do not play them 
properly. 

On the subject of diet there is one bit of expe¬ 
rience I would like to talk over with you. I have 
frequently put this question to a patient: “ Do you 
not get as much pain or discomfort with milk, or 
bread and milk, as you do with a bit of meat or 
other article of ordinary diet?” My first impulse 
on getting an affirmative answer is to rule out of 
diagnosis a gross chronic or (so-called) acute ulcer 
of naked-eye size, and to advise the patient to eat 
freely of an ordinary diet, taking special care of 
thorough mastication. I have had no cause to 
regret such advice, and, on the contrary, have 
scored some most brilliant successes. The explana¬ 
tion lies, I think, in several directions. First, I 
believe that for many such patients a habit of 
expecting pain after food has arisen, and in such 
patients the expected happens. Again, I cannot 
but help believing that if a naked-eye ulcer be 
present, then solid food must cause more immediate 
pain than milk; I say immediate, for I think the 
curds of milk may go on getting harder and harder 
in the stomach instead of softening as other dietary 
articles do, so that I do not lay so much stress on 
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ihe point in those cases where the pain occurs an 
hour or so after food. Again, some such cases are 
real genuine cases of acid dyspepsia with pyloric 
spasm, and in these it is only to be expected that 
any food will ultimately cause pain; but—and note 
this—I also believe that a large proportion of the 
atonic acid dyspepsias are actually kept up by the 
very lack of food which, in the first instance, was 
endured by the patient in the hope of abolishing 
pain. 

Here, again, I am tempted to ask this question : 
Are not our patients unconsciously (there would be 
no object in a conscious lie) telling an untruth 
when they say they cannot take beef, mutton, or 
pork, as the case may be, as it always gives tkem 
indigestion ? That idiosyncrasies in diet do occur, 
I am, of course, bound to admit; but I take leave 
to doubt whether thqy are so frequent as my expe¬ 
rience might prima facie lead me to suppose. 
There are many elements required to be excluded 
before we can bring in a verdict of guilty against 
such common articles of diet. Mastication I have 
already touched on, but likes and dislikes— i. e., the 
palate—must also be considered ; a small quantity 
of a food liked by the patient is much less likely to 
disagree than the same quantity of a dish which 
the patient dislikes; so, too, the mental attitude 
of the patient, tired or fresh, not only as regards 
the particular day’s work, but as regards work in 
general. What a wonderful difference there is in 
the digestive powers of an individual at work in an 
offic&and the same individual next day at the sea¬ 
side. 

Gentlemen, this single subject of diet in dys¬ 
pepsia is quite sufficient to fill volumes ; but, I 
must leave these few scattered hints to germinate 
in your minds. 

Lastly, you may expect me, as a physician, 
to say a word or two on the point of operative 
interference. There are three conditions for which 
we may suggest operation : 

(1) To relieve mechanical conditions of stenosis 
which are obviously present, and cannot be relieved 
in any other way; here operation or a painful death 
are the only alternatives, and you must frankly 
say so. 

(2) To relieve symptoms not necessarily due to 
mechanical obstruction, but which we believe may 
be due to such causes, and if not, at any rate, due 
to gross changes which medicine fails to relieve. 
The strength with which you urge operation in 
these cases, gentlemen, must depend upon your¬ 
selves and the readiness of access to skilled sur¬ 
gical assistance; but I can lay down for you two 
rules : the first is, never advise an operation in 
such cases till you have had the patient under 
treatment in bed for at least a fortnight, and thus 
given milder measures a fair opportunity. The 
second is to remember that it is your patient, and 


' not yourself, who is suffering, and that, conse- 
! quently, you must let the patient finally decide 
whether the operation is to be performed or not. 
j (3) To check, or to prevent the recurrence of, 

| haemorrhage. The first point to determine here is 
I that the haemorrhage is due to />//ra-gastric condi¬ 
tions and not to such diseases as cirrhosis of the 
liver, leucocythaemia, etc., the differential diagnosis 
I of which would take me too far afield. Having 
j decided that the case is intra-gastric, which in 
| practice fs easier than in theory, then one may say 
that thirty has to be taken as the critical age for the 
treatment of haemorrhage. The great majority of 
people over thirty with haemorrhage from a gastric 
ulcer require operation. In the great majority of 
the cases under thirty there is no need for opera¬ 
tion. One may go so far as to say that none of the 
, girls of fifteen, eighteen to twenty, with this con- 
! dition, require to be operated upon. Why is this? 

| First of all, it is a universal clinical experience that 
1 it is quite a curiosity in medicine for haemorrhage 
! in a young girl to prove fatal, no matter how 
severe it seems ; certainly it does not occur in 
i 1 per cent, of the cases. 

Moreover, we have the belief that even if one 
| haemorrhage be stopped she may speedily have 
1 another, if one ulcer be healed she may have 
another in a month or two (diathesis— vide above). 
You will ask me, “ If that is so, why do you ope- 
1 rate on the patients over 30 years of age ?” I 
| believe—and Dr. Miller has, from his observa¬ 
tions, some reason to believe—that just as our 
j tonsils in the throat undergo more or less atrophy, 

I more or less of what we may call case hardening, 

1 under certain circumstances, so it would appear 
i that the stomach undergoes a somewhat similar 
j process. These follicles have done their bursting, 
they have more or less atrophied, and the stomach 
has got into a more resistant condition. There- 
I fore, if the patient is over thirty, and you think it 
J necessary to operate because of the loss of blood, 

| there is the added chance that she will not get a 
j return of it, and, provided the stomach be mode- 
1 rately healthy, the haemorrhage will be cured by 
1 operation. Again, in the case of the woman over 
I thirty who has had this gastric trouble ever since 
her sixteenth year, she probably has not healthy 
stomach walls, and therefore there is the risk that 
j she may die deliberately from haemorrhage, so you 
had better operate to stop it. 

For whichever of these reasons operation be 
done, there can be no doubt that gastro-enteros- 
tomy is becoming more successful in results and 
less dangerous in performance every day ; but as a 
finale , gentlemen, let me urge you not to allow 
this fact to make you forget that the last word 
must be left with the patient, and do not insist too 
strongly on the imperative necessity of operation 
except in the first class. 

May 1 ^th, 1907 . 
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A LECTURE 

ON 

SOME POINTS IN CONNECTION 
WITH DYSMENORRHCEA. 

Delivered at the Medical Graduates’College and Polyclinic. 

By G. E. HERMAN, M.B., F.R.C.P., F.R.C.S., 
Consulting Obstetric Physician, London Hospital. 


Ladies and Gentlemen, —A person who has 
written a book on a subject is at a disadvantage in 
addressing an audience who may have read his 
book, because he has not much to say that rfiay 
not be found in his book. Still, I have some 
points which are of interest in connection with this 
subject, and I would like to refer to them to-day. 

The first question I invite you to consider is, 
what is dysmenorrhcea ? In most of the text-books 
the answer suggested is, that dysmenorrhcea is 
menstrual pain. The more I see of dysmenorrhoea 
the more satisfied I am that the right answer to 
the question is that supplied by Matthews Duncan. 
Most women have some uncomfortable sensations 
when they menstruate. Every month, before the 
menstrual flow, the pelvic organs become con¬ 
gested, and that congestion in most women is 
painful. But pain from natural congestion of the 
pelvic organs is not dysmenorrhcea. Some women 
are weaker than others, some stronger. Some 
have weak muscles and sensitive nerves. This 
weakness is produced in various ways. First, in¬ 
heritance. Those who are born of weak parents 
are apt themselves to be weak. It may be brought 
about by improper or insufficient food. Children 
who are not well fed tend to develop into weak 
women. Then by too indoor a life such a condi¬ 
tion may be brought about. The healthy life is 
the life in the open air, and children brought up 
indoors are apt to be weak in their muscles and to 
have nerves which are weak also, so that the power 
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of resistance to pain is low. Another thing which 
weakens the nervous system is the prevalent School 
Board education, which consists in keeping chil¬ 
dren within four walls and feeding them with scraps 
of information. This is not an education which 
develops faculties. Weak, sensitive women are 
apt to be laid up each month, although there is 
nothing wrong with the pelvic organs The ordi¬ 
nary natural congestion of the pelvic organs is 
enough to lay them up. That is not dysmenor- 
rhcea. These women are liable to other painful 
symptoms; migrainous headaches and neuralgic 
pains are brought on by slight causes, and these 
patients are easily fatigued. My illustrious teacher, 
Dr. H. G. Sutton, said disease was dis-ease, and 
health was “ going easy,” and in that sense this 
kind of menstrual pain is disease, but in the usual 
practical sense of the word it is not. It is the 
patient’s normal state, and the doctor cannot cure 
it, because he has not been able to start in time. 
He should have been allowed to start treatment 
when the patient was about two years of age. By 
the time the doctor gets to the patient she is weak 
and sensitive, with small power of resistance to 
pain. 

There are many kinds of disease the symptoms 
of which are worse at the menstrual period. Thus, 
with retroflexion there is pain during menstruation; 
but that is the pain of retroflexion and not dys- 
menorrhcea. In chronic metritis, again, the sym¬ 
ptoms are worse when the patient menstruates ; but 
that is not dysmenorrhoea—-it is chronic metritis. In 
pelvic peritonitis the symptoms are worse when men¬ 
struation comes on, but the condition from which 
the patient suffers is peritonitis, not dysmenor¬ 


rhcea. 


So we have three kinds of menstrual pain : (i) 
one which is caused by local disease, (2) one which 
the physician cannot cure, because it depends 
on weakness of the nervous system ; and then (3) 
true dysmenorrhcea. 

True dysmenorrhoea is not a mechanical disease, 
but a nervous one. Some forty years ago Dr. 
Marion Sims published a book entitled ‘ Clinical 
Notes of Uterine Surgery,’ in which he made the 
sweeping statement that all dysmenorrhcea was 
obstructive. But in cases I have seen of con¬ 
genital stenosis of the external os, in which it was 
so small that an ordinary uterine sound could not 
be put into it, there was no menstrual pain. Many 


cases of dysmenorrhoea are treated successfully by 
dilatation, and the smallest bougie in the sets sold 
for this purpose is the size of a No. 4 catheter. I 
need not tell you that a patient with a hole the 
size of a No. 4 catheter in an artery, would bleed 
to death in a short time. In true dysmenorrhcea 
there is no mechanical obstruction, there is plenty 
of room for the flow to come out, and it does come 
out. True dysmenorrhcea is painful contraction 
of the uterus. During menstruation there is a 
spontaneous dilatation of the cervix uteri and con¬ 
traction of the body, which expels whatever is in 
it. The contraction of the uterus and the dilata¬ 
tion of the cervix are related, just as contraction of 
the stomach and dilatation of the pylorus are 
related and go on together. In some patients 
these contractions are painful, and the pain is very 
severe—so severe that it often makes the patient 
vomit. One patient I remember told me she 
sat in a chair all night with the perspiration 
streaming down her face. It is a pain more severe 
than any other kind of menstrual pain. The dis¬ 
ease is of nervous origin. These severe cases of 
dysmenorrhcea one seldom sees in hospitals. 
Patients come complaining of exceedingly severe 
menstrual pain, and their friends corroborate the 
history which they give, and sometimes these 
women are taken into hospital so that they may be 
observed, but then they often have no pain. 
Similar pains are sometimes seen in pregnancy. 
Uterine contractions go on continually throughout 
pregnancy, and with fibroids uterine contractions 
can often be felt. But these contractions in preg¬ 
nancy and with fibroids are not, as a rule, painful. 
But occasionally there are painful uterine con¬ 
tractions in pregnancy and with fibroids, and that 
is a pain analogous to dysmenorrhoeal pain. It 
is a disease which is allied to other functional 
neuroses, and that which it most resembles in 
pathology is spasmodic asthma. Physicians have 
told me that they have in vain taken asthmatic 
patients in to observe them, for when they have 
been taken into hospital they have not had an 
attack. There is no evidence of a connection of 
dysmenorrhoea with the shape of the cervix. At 
one time it was thought to be due to conical shape 
of the vaginal portion, and due to anteflexion. No 
one has yet taken the trouble, so far as I am aware, 
to find out how often a conical cervix is seen 
without dysmenorrhoea. There is no evidence that 
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conical cervix is peculiar to dysmenorrhoea. The 
relation of dysmenorrhoea and anteflexion has been 
investigated by two different persons independently, 
and the result is that anteflexion has been found to 
be as common in those who menstruate without 1 
pain as in those who menstruate with pain. Dys- 
menorrhcea may be primary : it may date from the j 
beginning of the function, o^ it may develop later; 
Patients who become the subjects of the disease like 
to fix upon something which they think has caused 
it, but there is nothing the effect of which in 
causing dysmenorrhoea has been proved. We 
know nothing about the causes of dysmenorrhoea. 
It is not caused by inflammation of the cervix. 
With the common erosion of the cervix and with 
the inflamed cervix there is, as a rule, no dysmenor¬ 
rhoea. The characteristic features of genuine dys¬ 
menorrhoea distinguish it from the aching which is 
the result of the congestion of pelvic vessels. These 
are, first, its paroxysmal character. The pelvic 
aching from congestion is a continuous pain which 
remits, but the variations are of longer duration 
than in dysmenorrhoea—they last an hour or two. 
The pain of genuine dysmenorrhoea is spasmodic 
pain, sharp, and of short duration, lasting a minute 
or two. It is very severe. One case I remember 
in which the pain only lasted ten minutes each 
month, but during that time it was so severe that 
it made the patient vomit. In a few cases pain is 
continuous, and seems as if due to tonic con¬ 
traction of the uterus, but these cases are not 
common. These are twp features—its paroxysmal 
nature and its excessive severity. Another feature 
is that it is not relieved by lying down. The pain 
of pelvic congestion is relieved by lying down ; the 
patients go to bed for two or three days each month, 
and while they are there they are almost free from 
pain. But in true dysmenorrhoea the patients will 
tell you that they cannot lie down, that if they are 
in bed they roll about or get up and walk about 
the room. Sometimes the pain wakes the patient 
up in the middle of the night. This spasmodic 
pain is accompanied with reflected pain, felt over 
the skin supplied by the sensory nerves which 
emanate from the segment of the spinal cord which 
supplies the uterus with nerves. If you examine 
one of these patients when she is in pain you will 
find the skin of the abdomen extremely tender. If 
the disease is allowed to continue unrelieved for 
years, this reflected pain gets worse, and comes to 


last longer and longer each time. The repeated 
irritation tends to produce an unstable state of the 
spinal centre, so that the disturbance which is 
occasioned by menstruation lasts longer and longer 
each year that the pain goes on. I have seen a 
patient with fibroids who had severe spasmodic 
pains when she was not menstruating, but did not 
have them when she was menstruating. I have 
some ground for thinking that dysmenorrhoea may 
even be fatal. I saw, many years ago, a poor lady 
who had suffered all her life from severe dysmenor¬ 
rhoea. She went in her earlier life to Sir James 
Clark, who was at that time Physician to the Queen, 
and he, no doubt, was a very able man, but he had 
not much acquaintance with diseases of women, 
j There was little known about those diseases then. 

He advised her practically to have no treatment. 

| The pain went on month after month, and got to 
| last longer and longer, and so severe was the pain 
1 every month that she vomited. After some years 
1 she went to Braxton Hicks, and he advised local 
treatment. But she went back to Sir James Clark, 

| and he again told her to have no local treatment. 

| And she went on, year after year, the pain and 
j vomiting came to last longer and longer, and she 
j died apparently worn out by excessive vomiting, 
j Unfortunately, there was no post-mortem exatnina- 
! tion, so I cannot be certain there was no other 
j disease present which may have caused the vomit- 
I ing, but from the clinical history it looked as if 
l unrelieved dysmenorrhoea had been the cause of 
death. Dysmenorrhoea often goes with absence 
of sexual desire and absence of sexual feeling ; 

| and when dysmenorrhoea is cured, sexual feeling 
I and sexual desire develop. The abnormal state 
| of the nervous system, which produces the menstrual 
j pain, also prevents the natural development of the 
| sexual impulse. Sometimes there is extreme sen- 
| sitiveness of the vagina, with a reflex spasm of 
| the levator ani muscle, called vaginismus. With 
I this is sometimes equal sensitiveness of the rectum, 
so that these patients will tell you that they cannot 
tolerate an enema. I remember, as to one patient, 
that 1 inquired of her husband whether she. had 
ever had an enema, and he said, “ Yes, but she 
said it was as bad as having a child.” Vaginismus 
is rare. I think the diagnosis is not always care¬ 
fully made between (1) absence of sexual desire 
with mechanical obstruction to intercourse, and 
(2) genuine vaginismus. 
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Now I come to speak of the treatment of 
dysmenorrhcea. In young girls it is well to avoid 
local treatment, if possible. There are two kinds 
of drug treatment—one which tends to prevent 
the pain, and the other which tends to relieve it. 
There is one drug which has, in some cases, a 
specific effect upon dysmenorrhcea. I do not 
know how it acts, but I am sure it has sometimes 
cured. It is guaiacum. It can be given in the 
ordinary mixture of the pharmacopoeia, but that 
is not a good mixture, because it is made with 
milk, which is apt to turn sour. Therefore it 
is better to give it in a mixture of tragacantb, or 
gum acacia, or to give the resin mixed with extract 
of malt or honey. I relate to you two cases. One 
was a nurse, a healthy woman, set. 38 years, who 
had had menstrual pain from the beginning. She 
told me she had what she called “tightening” 
before menstruation—a sensation, I think, due to 
pelvic congestion. The pain began twenty-four 
hours before the flow, and lasted three days. She 
vomited every month—could keep nothing down. 
Being a strong and vigorous woman she was well 
in the interval, and the reflected pain was not so 
severe as it often is. I saw her in September, 
1903, and prescribed guaiacum. She was persistent, 
and took guaiacum for three months regularly. In 
December she wrote to me that the last menstrua¬ 
tion caused her only trifling pain. I have another 
note of a girl, aet. 21 years, whom I saw in May, 
1902. She was accustomed to be laid up in bed 
one day each month; the pain was paroxysmal. 
In that case the patient was given guaiacum, and 
also aspirin, to relieve the pain. She menstruated 
in June without pain. In October, 1903, she had 
had no more of the paroxysmal pain. Shortly after 
menstruation she suffered from “ whites,” and at 
that time she had some debility, but no paroxysmal 
pain. These are cases of which I have the notes, 
and I have seen others. They leave me no doubt 
that in some cases guaiacum is a specific for 
dysmenorrhcea, but I cannot give you data whereby 
you can pick out the cases in which the drug does 
good. There is a combination of drugs which in 
some cases has a specific effect upon menstrual 
pain. Sir James Simpson, in cases of subinvolution 
of the uterus, when the uterus was bulky and heavy 
and aching, was accustomed to prescribe chlorate 
of potash, and there is an American preparation 
which is recommended as a specific for many 


| things, namely, aletris cordial, a mixture of three 
drugs. But I have found a combination of chlorate 
| of potash and aletris cordial remedy dysmenor¬ 
rhcea. These are drugs which act in some way 
upon the uterus; how, I know not, but they some¬ 
times take away the pain. They act, not by re¬ 
lieving it, but by preventing it from coming. 

I There are well-knowH drugs which relieve pain; 
the best are antipyrin, aspirin, and phenacetin. 
Antipyrin and phenacetin are well known. Some 
people say that antipyrin is more effective ; others 
i that phenacetin is better. Aspirin is a more recent 
j introduction. Although I have used it for the 
I purpose of relieving the pain, I have not employed 
| it enough to enable me to pick out any particular 
! kind of case for which it is especially suitable, not 
j by preventing or curing the pain, but by relieving 
I it. There are other drugs which have been recom- 
j mended—for instance, the chloride of ammonium 
| and acetate of ammonia in large doses. I have 
I seen cases published in which these acted in a 
I wonderful way. But in my experience these drugs 
I have proved failures. It may be that I have not 
j given them properly or in the right cases, or, 

I perhaps, I have not prescribed them with enough 
confidence. But for genuine spasmodic dysmenor¬ 
rhcea, in which it is not desirable to employ local 
j treatment, guaiacum is the best drug. Matthews 
Duncan used to prescribe guaiacum and sulphur. 

| I know not why he added the sulphur. The 
mixture of the sulphur with the guaiacum makes 
^ the medicine rather more nasty than it would be 
| without it. Guaiacum itself is a mild aperient, 

1 and so I have not recently given it with sulphur. 

| This is the best I can tell you about the medical 
treatment of dysmenorrhcea. 

| If medical treatment fails, local treatment must 
be carried out, and the treatment required is dila¬ 
tation of the cervix. In my belief the physio- 
| logical combination of contraction of the body and 
relaxation of the cervix is not present, and the 
1 necessary treatment is to overcome the contrac- 
! tion of the cervix, and then the body is able to 
contract. Whatever be the theoretical explana- 
! tion, there is no doubt that enlargement of the 
cervix often cures the dysmenorrhcea. That enlarge¬ 
ment may be effected either by cutting or by stretch- 
| ing. It was first of all introduced by Dr. Mack- 
I intosh, of Edinburgh. He dilated the cervix with 
bougies. Then came Sir James Simpson, who 
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divided the cervix. Sometimes he divided the | 
internal os, and he had serious disasters from this j 
operation, because that is where the uterine ar- 1 
teries enter the uterus. All that is now a thing of j 
the past. But when I first studied gynaecology— I 
about the year that Simpson died—the regular 
practice in London was to divide the vaginal por- 
tion. Some divided bilaterally, some on one side j 
only, and some behind. It did not seem to make 
much difference where the vaginal portion was 1 
divided so long as it was divided somewhere. ! 
Nowadays we should not think there was any dif¬ 
ference, in the matter of risk, between cutting and 
non-cutting operations; but many years ago, before 
antiseptics had been introduced, a cutting opera¬ 
tion was more dangerous than one which did not i 
involve cutting. And so dilatation by bougies was 
used. Some used to leave these bougies in for a j 
day or two. When a bougie was left in the uterus 
without antiseptic precautions for a day or two 
every now and then peritonitis followed. Mackin¬ 
tosh’s method of dilating the cervix by successive 
bougies was not generally practised until Matthews 
Duncan re-introduced it. The best way of dilating 
the cervix is with Duncan’s or Mackintosh’s bougies, I 
which are of the shape of a uterine sound, and are 
graduated in size according to the catheter scale. I 
Hegar’s dilators may be used, but the difference j 
between them and Duncan’s is that in Hegar’s the 1 
gradations are more sudden, each dilator mea- | 
suring a millimeter more than the one before it. 
Duncan’s increase in size more gradually, and thus 
the dilatation is more gentle and therefore better. , 
Many cases were treated years ago by the intro¬ 
duction of intra-uterine stems. Some people sdll 
are not content to dilate with bougies, but after 
using bougies put a stem into the uterus. The ( 
stem introduces an element of danger, which does 
not attend simple dilatation. I have not seen any 
evidence which convinces me that putting in a 
stem afterwards is more effective than simple 
dilatation. 

There is a form of dysmenorrhcea which I should 
say something about, in which the cause of the 
pain appears to be the passage of a membrane 
every month. Much of what I have said about 
spasmodic dysmenorrhcea applies also to mem¬ 
branous dysmenorrhcea. I have had patients who | 
have had pain when menstruating and have passed 
membranes, and I have taken them into hospital, j 


and there they have passed membranes, but with¬ 
out pain. In these cases the pain is nothing like 
so severe as in spasmodic dysmenorrhcea. The 
only treatment which is good for these cases is 
dilatation. Some people have often curetted as 
well, in the hope that by so doing they would 
remove a morbid state of the interior of the uterus, 
which prevents the endometrium breaking up into 
pulp, as it should do, and causes it to be shed in 
one piece. But I know no evidence to support 
the idea that curetting does more good for these 
cases than simple dilatation. The effect in dilata¬ 
tion and curetting combined, I think, is due to the 
dilatation. But in that matter I am open to con¬ 
viction, my attitude being that I await evidence. 
My state of mind is the same on the question 
whether a stem will produce more permanent and 
effective dilatation than with bougies alone. At 
present I have not been convinced. 

Not every case can be cured by dilatation. There 
are cases in which the pain is severe; it goes on 
getting more and more severe and lasting longer 
every month, until it comes to this, that you find a 
patient, aged, perhaps, thirty-five or thirty-six, who 
says that half her time she is in bed and laid aside, 
so that she is an active woman for only about half 
of every month, and all treatment has failed. The 
question arises, what can be done for these people ? 
Can they be cured ? If the diagnosis is made cor¬ 
rectly they can be cured, and the mode of cure is 
removal of the ovaries. The position of oopho¬ 
rectomy, amongst our remedies for dysmenorrhcea 
is, I think, hardly properly recognised yet. This is 
because it has been done in unsuitable cases, and 
in that way has been discredited. In a case such as 
I spoke about in the early part of this lecture, a weak, 
nervous woman who is laid up every month with 
menstrual pain—not a severe spasmodic pain, but 
an aching, which is relieved by lying down—if you 
remove the ovaries you will stop her menstruating, 
and therefore she cannot have menstrual pain, but 
she will not be a bit better in health than she was 
before. By stopping menstruation you have done 
no substantial good. In cases of genuine spasmodic 
dysmenorrhcea, in which reflected pain has come 
to be an accompaniment of the menstrual pain, so 
that the pain, at first limited to menstruation, 
has taken to coming on days before, and lasting 
days after, the menstrual flow, the patient has 
often been reduced by the recurring pain to a 
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state of neurasthenia. If you remove the ovaries | 
in such a patient you stop menstruation, and, there- , 
fore, the menstrual pain, but you do not at once 
cure the neurasthenia. After removal of the 
ovaries, in such a case, the reflected pain will pass 
off eventually, but it will probably be months or, 
perhaps, years before it does. But allowing for the 
lingering cure of the neurasthenia caused by bad 
dysmenorrhoea, one can say in genuine spasmodic 
dysmenorrhcea that the removal of the ovaries is a 
cure. The objections to it are, first of all its effect j 
in preventing child-bearing. It is better for a young j 
girl to suffer for a few years, than that by ceasing ' 
to suffer her menstrual pain she should lose her 
prospect of a happy marriage, and the possible 
cure of the dysmenorrhcea by child-bearing. But 
when a patient gets to the age of thirty-five, has no 
prospect of marriage, the menstrual pain has been 
getting worse and worse, and the reflected pain 
also worse, the conditions are different from those | 
of the young girl. In such a case, if the patient is , 
willing to give up the prospect of marriage, she may 
be allowed a voice in the matter. In the decision 
as to whether or not oophorectomy will cure a bad 1 
case of menstrual pain, the essential thing to be ' 
satisfied about is that the pain really springs from j 
the menstruation. If at first the pain accompanies ' 
menstruation, and menstruation only, and though j 
it has come to extend beyond the menstrual period, i 
yet in other respects the patient is healthy, the ' 
matter is clear. But if the pain does not depend | 
upon menstruation, it will not be cured by oopho- - 
rectomy. There are monthly diseases, which I | 
hope you will only find mentioned in old books, 
such as menstrual epilepsy, menstrual headaches, 
melancholia and hysteria, and so on, depending on 
menstruation. All these diseases get worse when 
the patient menstruates, as the result of the loweted 
tone of the nervous system at the time, but you 
will not cure, and I am sure you will not benefit, , 
any of these conditions by removing the ovaries. 
These cases are not dysmenorrhoea; they are 
instances of a disease, the symptoms of which are 
worse when the patient menstruates. If you stop 
menstruation you remove one thing which influ¬ 
ences the general condition, and.it may be that j 
you have done the patient harm by stopping that 
function. I remember one case I heard of in which 
a well-known London physician was threatened | 
with legal proceedings for* removing ovaries for i 
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dysmenorrhcea in a young woman of twenty, who 
was engaged to be married. She lost her dys¬ 
menorrhcea, but her whole prospects in life were 
blighted. So one must remember that oopho¬ 
rectomy is a grave proceeding in a young woman, 
and it should not be done for dysmenorrhcea 
except in women mature enough to judge for 
themselves of their marital prospects. When dys¬ 
menorrhoea is associated with absence of sexual 
desire and sexual enjoyment, dilatation of the 
cervix will almost always bring about alteration in 
both these conditions. 

To recapitulate, the drugs which will, in some 
cases, prevent menstrual pain, are guaiacum and a 
combination of aletris cordial with chlorate of 
potash. Aspirin, antipyrin, and phenacetin can 
relieve the menstrual pain, and it is proper to give 
them because they do not do harm. It is possible 
to relieve the pain with opium, but to teach a 
patient to rely upon that drug month after month 
is to run the risk of introducing the opium habit. 
Opium should not be given, but the analgesics 
mentioned above. These, so far as I know, can be 
repeated month after month without injurious 
effects. 

If drugs do not relieve the menstrual pain, the 
proper treatment is to dilate the cervix at one 
sitting by bougies. It can be done without an 
anaesthetic by the successive passage of different 
sized bougies on different days. It is painful to 
the patient, and an anaesthetic is generally better. 
If dilatation fails and the dysmenorrhcea persists, 
the reflected pain comes to last so long as to spoil 
the patient’s life and lessen her activities, she has 
come to such an age that she can form a good 
judgment as to her chances of matrimony, and 
wishes to have the ovaries removed, I think it is 
proper to do so, and if we can make sure that the 
pain was from the beginning associated with men¬ 
struation, and depending altogether upon men¬ 
struation, and the patient, except for that, is in 
good health, we can promise that removal of the 
ovaries will cure the dysmenorrhoea. 

May 20 th, 1907. 


We have received from Mr. H. K. Lewis, of 136, 
Gower Street, a copy for review of a small book 
on ‘Modern Methods of Diagnosis in Urinary 
Surgery,’ by Edward Deanesby, M.D., B.Sc.Lond., 
F.R.C.S., Honorary Surgeon to the Wolverhampton 
and Staffordshire General Hospital. 
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THE TREATMENT OF FRACTURES IN 
THE NEIGHBOURHOOD OF JOINTS. 

A Discussion at the Harveian Society of London by 

Mr. Watson Cheyne. Mr. Arbuthnot Lane. 

Mr. Edmund Owen. Mr. Robert Jones. 

Mr. Pearce Gould. Mr. Clayton Greene. 

And Mr. Crisp English. 

With Dr. S. P. PHILLIPS in the Chair. 

Mr. Watson Cheyne, C.B., F.R.C.S., said : In 
carrying out the request of your council that I 
should open a discussion on the treatment of 
fractures in the vicinity of joints, I presume I will 
best meet the circumstances of the case by very 
shortly indicating my own ideas in the form of a , 
few general propositions which can be debated 
rather than by taking up your time by giving an : 
elaborate address on the subject. The problem of 
the treatment of fractures in the neighbourhood of | 
joints differs from that of the treatment of fractures 
in the shaft of a bone in that the function of the 
joint involved is very apt to be seriously interfered 
with, and hence, in addition to remedying the 
fracture one has to avoid, as far as possible, inter¬ 
ference with the function of the joint, and to pay 
special attention to the restoration of that function 
at as early a period as possible. 

The forms of fracture which occur in the 
neighbourhood of joints may be classified under 
three headings: (1) those which do not involve 
the articular ends of bones, although they may tear 
the outlying part of the capsule. Such, for 
example, are the so-called transverse fractures of 
the lower end of the humerus. As a matter of 
fact, although these fractures are generally spoken 
of as transverse, they are very often more or less 
oblique or irregular, and this obliquity may be a 
cause of considerable difficulty in retaining the 
fragments in accurate apposition. (2) Those j 
where the line of fracture extends through the 
articular surface. For instance, the so-called T- | 
shaped fractures, where we have a transverse frac¬ 
ture above the joint, and, in addition, a vertical 
one running downwards from some part of the 
transverse one into the joint itself. The fracture 
may be still more comminuted. In other cases the I 


extend into the joint, but which are associated with 
more or less dislocation of the articular surfaces, 

; typical examples of this being Potts’ fracture of the 
| fibula with dislocation of the ankle-joint, and 
Colies’ fracture of the lower end of the radius with 
displacement of the wrist-joint. 

The result of these various fractures may be 
serious disability as regards the joint, and this 
disability may arise from various causes, of which 
! the following may be mentioned : 

If, in the case of a transverse fracture above a 
joint, the fractured ends are not accurately placed 
in apposition, and more especially if, owing to 
obliquity of the fracture, or from some other cause, 
there is overlapping of the fragments, the end of 
the shaft may form a mechanical obstacle to the 
movement of the joint. 

If the fracture extends into the joint, especially 
if there is any comminution of the fragments, it is 
most important to obtain accurate replacement, 
and more especially accurate alignment of the 
articular cartilages, otherwise the movement of the 
joint will again be mechanically interfered with. 

If the fracture is accompanied by partial disloca¬ 
tion of the joint, it is very important to bear in 
mind that not only must the fracture be replaced, 

| but the dislocation must be completely remedied. 

; As a matter of fact, in these cases, if the dislocation 
I is thoroughly remedied, the fractured ends will 
| often be found to come into accurate apposition. 

If much blood is poured out beneath the peri- 
I osteum at the time of the accident, or soon after, 

| and if it is not quickly got rid of, it forms a mould 
| which soon becomes infiltrated with the bone¬ 
forming cells, and thus, especially if there is much 
| movement, leads to the production of an excessive 
1 amount of callus, with the result that a mechanical 
I or bony obstacle will be formed to the movement 
I of the joint. 

If much blood or lymph is poured out into the 
joint-cavity itself, adhesions will form inside the 
capsule, and may cause much difficulty in move¬ 
ment subsequently; while if blood and lymph are 
poured out around the joint, adhesions of the 
muscles and tendons to their sheaths and to one 
another are very apt to occur. 

It is very evident, therefore, that special care 


fracture is .more partial : for example, in the case 
of the humerus it may involve one or other condyle 
alone. (3) Fractures which do not necessarily 


and attention must be paid to all cases in which 
fracture occurs in the neighbourhood of joints, and 


that every effort should be made to restore the 
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parts as far as possible to their normal condition. 
It will be remembered that the treatment of frac¬ 
tures in general consists of three parts : (i) The 
reduction of the deformity; (2) the retention of 
the fragments in position ; and (3) the restoration 
of the function of the limb. Of these in the parti¬ 
cular fractures before us the most important, and 
certainly the most difficult, part of the treatment is 
the accurate reduction of the deformity ; but from 
what has already been said as regards the disadvan¬ 
tages of these fractures and the complications 
which may result, it is evident that no pains must 
be spared at this stage of the treatment. Where 
fractures involve the shaft of the bones, accurate 
readjustment of the fractured ends is not of such 
vital importance; so long as the fragments are 
properly placed as regards their axes and rotation, 
a little overlapping of the fragments will probably 
be of little or no consequence. But in these frac¬ 
tures we cannot be content with a partial result, but 
must make every effort to get the bones accurately 
into the normal position and to retain them there. 
That, in my opinion, is the vital point in the treat¬ 
ment of fractures in the neighbourhood of joints. 
It will, however, be found that there are special 
difficulties in the way of carrying out the accurate 
apposition of the broken ends in these cases, the 
difficulties depending especially on the small size 
of the articular fragment. Owing to its small size 
it is difficult to seize hold of and manipulate, and 
this difficulty is greatly increased if there has been 
much effusion of blood around the joint, or if there 
is comminution of the fragments, or if the fractured 
surfaces are oblique. 

The accurate replacement of the fragments 
being absolutely essential to a good result in these 
cases, I shall devote the remainder of my remarks 
mainly to this point. If the brfoken ends are pro¬ 
perly brought into apposition there is not, as a 
rule, any special difficulty in keeping them there, 
or in restoring the function of the joint subsequently. 

The manipulations consist in suitable exten¬ 
sion of the limb in order to get the fragments into 
line, and subsequent manipulations by the surgeon 
in order to entangle the broken ends in their 
proper position. The extension must be carried out 
steadily and continuously, not in jerks, and the 
lower fragment must be brought fully down before 
any manipulations are made to bring the broken 
surfaces into position. 


In carrying this out it is very essential that the 
muscles shall be absolutely lax and that there 
should be no hurry, as is apt to be the case if the 
patient is suffering pain. In fact, it is most essen¬ 
tial that as little additional bruising or tearing ol 
the parts as possible should be done during the 
manipulations, for if the surgeon has to be rough, 
as may be the case where the necessary movements 
are carried out quickly, or where he has to fight 
against the contracted muscles, he may- lead tc 
further tearing of the periosteum and effusion ol 
1 blood and lymph, which may again result in the 
1 subsequent production of an excessive amount ol 
j callus and consequent serious interference with 
I the movement of the joints. All pulling move- 
J ments and manipulations must, therefore, be done 
j gently and steadily, and not suddenly and in jerks. 
| and from this point of view it is, I believe, essen- 
j tial in all these cases of fracture—certainly in the 
j vast majority of them—to administer a general 
j anaesthetic before proceeding to bring the frag* 
I ments into position. 

The manipulations necessary to replace the frag 
J ments should be carried out with the greatest care 
i and gentleness, so as to avoid further tearing of the 
periosteum and soft tissues and further effusion ol 
blood. The importance of avoiding further lacera 
tion and effusion is the necessity of limiting the 
formation of callus as far as possible, for the more 
I the periosteum is torn and the greater the amount 
i of blood-clot between and around the ends of the 
I bones, the greater the amount of callus. 

As has already been pointed out there arc 
special difficulties in the way of proper replace 
| ment of the fragments in these cases, due espe¬ 
cially to the small size of the articular fragmeni 
and to the swelling of the parts, which is so apt tc 
1 be excessive in these cases. These difficulties havt 
been to a great extent diminished by the discover) 
of the X-rays and by their employment either ir 
the form of photographs or of the screen, and ] 
think that wherever it is possible this method oi 
investigation should be utilised. In those joint* 
which are more or less superficial, such as the 
! wrist-joint, joints of the fingers, elbow-joint tc 
i some extent, etc., a very satisfactory method, ii 
I possible, is to perform the reduction of the fracture 
under an X-ray screen, so that one may actuall) 

1 see at the time whether the bones have been pro 
, perly replaced or not. Failing the possibility o 
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using an X-ray screen at the time, either from 
want of the apparatus or from too great density of 
the part, I think it is most important that skiagrams 
should be taken without any delay after the frac¬ 
ture has been reduced, so that the surgeon may 
know before it is too late whether he has succeeded 
in getting the fractured ends into accurate apposi¬ 
tion and in reducing any displacement of the joint 
which may have been present. In regard' to the ; 
use of skiagrams for this purpose, I would lay the 
greatest stress on the point that these skiagrams 
must be stereoscopic. A single flat photograph, 
while it may show the presence of displacement, 
does not give one any real idea of the nature of | 
the displacement, and much difficulty may arise in ! 
interpreting such photographs. If, on the other 1 
hafid, a stereoscopic skiagram is taken, one sees j 
the various parts of the bones standing out in 
relief, and can then quite readily see whether they 
are in their proper position, and if they are not, 
can make up his mind as to the direction in which j 
force should be applied in order to remedy matters. 
To my mind, whether in the case of recent frac¬ 
tures or in the case of old-standing fractures with i 
deformity, where the question of operation may 
arise, an ordinary flat photograph, such as is usually | 
presented to one by the patient, is of little or no , 
value, and I always insist on fresh stereoscopic 
photographs being taken before giving an opinion 
on the case. I have to-night asked Mr. Reid, who 
is no doubt well known to most of you, and who 
has paid special attention to this question of , 
stereoscopic photography, to bring some of his 
photographs here, and you will be able to look at 
them in the stereoscopes on the table. 

Now, if it is found on inspecting stereoscopic 
photographs taken within a few hours after the , 
fracture has been set that the position is not 
right, do not waste time, but administer an anaes¬ 
thetic again, take down the splints, and, bearing 
in mind the displacement which the stereoscopic I 
photograph has shown, make another attempt to j 
get things right. Two objections may be urged | 
to such energetic treatment. In the first place it 
may be thought that the use of suitable pads, or j 
extension, would now suffice to rectify matters I 
completely. For example, in the case of fracture 
in the neck of the humerus, the weight of the arm 
is supposed to act in bringing down the lower 1 
fragment into its proper position, while a pad in 1 


the axilla tends to push the upper end of that 
fragment outwards. In my opinion such methods 
are quite futile, and if the surgeon has failed to 
get the fractured ends into proper position during 
his early manipulations, no amount of extension or 
pressure by pads will remedy matters subsequently, 
while they will only cause a great deal of discomfort 
to the patient, and may very possibly lead to 
sloughing of portions of the skin. Another objec¬ 
tion which may be urged is, that the second 
manipulations soon after the first lead to fresh 
laceration of the tissues and increased effusion 
around the joint. But in answer to this I would point 
out that the accurate replacement of the bones is 
essential for the future functional result, and that a 
great deal can be done by early massage in the way 
of getting rid of effused material before it has had 
time to organise. To leave the part alone, in bad 
position, till the effusion has disappeared before 
making a further attempt to correct the malposition, 
as is sometimes suggested, is to lose one’s oppor¬ 
tunity of rectifying matters without an open opera¬ 
tion, for it is remarkable how quickly the tissues 
shrink up after these injuries, and how difficult it 
is after a few days to do anything, even by the use 
of pulleys, in the way of extension of the limb or 
of replacement of the broken fragments. 

If it is still found after the second attempt that 
the displacement has not been remedied, as shown 
by further skiagrams, the question again arises as 
to the best method of procedure—whether to leave 
matters alone and trust to massage and movement 
to get a fair result, or to make some further 
attempt to replace the bones. I have no hesita 
tion in saying that, as a rule, and unless there is 
some marked contra-indication, one must now deal 
with the condition by open operation. An open 
operation in these cases has often great advantages. 
In the first place, it enables one in most cases to 
rectify the state of matters with precision ; in the 
second place, if the fragments have been suitably 
fixed, it enables one to begin early movements of 
the joint and muscles around with much greater 
freedom than could otherwise be done, and with¬ 
out the risk of reproducing the displacement; and 
in the third place—and this is often a point of very 
great importance—it enables one to evacuate the 
effusion and to clear away the coagulated blood 
and lymph, which is otherwise apt to lead to the 
formation of an excessive amount of callus, or to 
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the formation of strong adhesions inside the capsule 
of the joint. My own feeling is that in these 
cases operation is not performed in the early 
stages so often as is desirable, more especially in 
cases of fracture about the elbow-joint; and I 
come to this conclusion from the cases which I 
subsequently see with imperfect movement of the 
joint owing to displacement of the broken frag¬ 
ments. A subsequent operation is a much more 
severe procedure than if it were done at the time 
of the injury, and by no means so satisfactory in 
its results. In my opinion operation is indicated 
in all suitable cases where the surgeon has failed 
to remedy the deformity satisfactorily by manipula¬ 
tions ; certainly after a second attempt and after 
obtaining all the information he can from stereo¬ 
scopic skiagrams, and it is still more necessary 
where, combined with this, there is much swelling 
of the part. 

Various objections are urged to operation. 
Naturally the first and most important is the risk 
of sepsis. While none of us are infallible, never¬ 
theless if a surgeon is sufficiently sure of his 
aseptic methods, I do not think that the very 
remote risk of sepsis need deter him from operating. 
At the same time, this objection can by no means 
be brushed lightly aside. There is no doubt that 
at the present time the student is so accustomed 
to see cases doing well in hospitals, that he is, I 
fear, not sufficiently impressed with the grave 
results which may follow imperfect asepsis, and 
thus he is apt to approach a case of this kind more 
from the point of view of remedying the mechanical 
difficulties than from the point of view of a 
bacteriological problem. And it must be borne in 
mind that the conditions in the case of a broken 
bone or open joint are quite different from those 
in the peritoneal cavity. An error in asepsis, 
which in the latter case might be of little or no 
consequence, might very probably lead to disastrous 
results in the former. Hence I think that a 
primary and essential condition to the under¬ 
taking of these operations is that the surgeon shall 
be as sure as he can be that his wound will remain 
aseptic. 

A second objection which may be made to 
operation is that the bones do not unite so readily 
as where no operation is performed. This, no 
doubt, is to a certain extent true in the case of the 
shafts of bones, but in the cancellous ends of bones 


I have never myself seen any difficulty or slowness 
in union. Age is also sometimes referred to as a 
contra-indication to these operations, but they are 
not of the kind which give rise to any serious shock, 
and unless the patient is not only old but shows 
distinct enfeeblement of vitality, the mere fact that 
he has lived a considerable number of years in 
this world is not necessarily a contra-indication for 
operation. I have myself wired patellae in patients 
well over seventy years of age with most satisfac¬ 
tory results. As a matter of fact, however, the 
question of age does not come very much into con¬ 
sideration in these cases except in the case of 
fractures about the hip-joint, as most of the other 
cases are in young or middle-aged people. It is 
needless to say, of course, that grave constitutional 
mischief, such as diabetes, Bright’s disease, arterial 
degeneration, and so forth, would form a contra¬ 
indication ; but short of that I do not think that 
there is any very great objection to operation in 
most cases. The chief exception would be in 
fractures about the hip-joint, where the parts are 
deep-seated and the operation more difficult, 
and where the patients are, as a rule, older and 
more feeble than in the case of other joints. 
Nevertheless, in two or three cases of fracture of 
the neck of the femur I have driven pegs through 
the trochanter into the head of the bone with 
advantageous results. It is, of course, impossible 
to lay down a hard and fast rule as to operation in 
these cases ; each case must be judged by itself; 
but as a general principle I hold that great advan¬ 
tage may be obtained by early operation in suitable 
instances. 

Now, if it is decided to operate, the question 
arises at what time the operation should be done. 
Some suggest waiting for a few days to allow the 
irritation and swelling to go down ; while others 
operate at once. These two views are especially 
brought forward in connection with what I suppose 
is the most frequent operation in cases of this kind, 
viz. wiring the patella. For my own part, I think the 
sooner the operation is done the better, and I see 
no advantage to be gained by waiting; on the con¬ 
trary, there is the disadvantage that the parts are 
becoming stuck together with lymph and organized 
blood clot, and thus the recovery of movement 
may be materially delayed. It will be found that 
in the course of a very few days the soft parts hav6 
shrunk and the extension of the limb is becoming 
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increasingly difficult even with an open operation. 
One very common argument in favour of waiting 
a few days is that by doing so the tissues will have 
10 a certain extent recovered from the irritation of 
the injury, and thus sepsis will be less likely to take 
place. But then the principle of aseptic surgery is 
that sepsis should not have the chance of taking 
place at any time. Infective bacteria should not be 
introduced into the wound, and therefore it does 
not materially matter whether the wound is in a 
more or less favourable state for the development 
of these bacteria. If they are not introduced 
nothing will happen. 

If an operation is performed the incision must be 
sufficiently free to enable the surgeon to see exactly 
what he is doing ; and in the great majority of 
cases it is advisable to employ some method of 
fixation to keep the broken fragments in position 
after the operation. A great variety of methods 
have been described, and I need not take up time 
in discussing them. As a rule silver wire does not 
produce a sufficiently firm result, and I believe 
that screws or pegs, or wherever possible, metal 
plates, should be employed with the view of fixing 
the parts firmly, and thus enabling early active and 
passive movements to be carried out without the 
risk of displacing the broken ends. I think that 
after the operation it is always well to put in a 
drainage tube for three or four days to pre¬ 
vent blood-clot accumulating around the seat of 
operation. 

I have already taken up more than my allotted 
time, and therefore cannot go into the question of 
the after-treatment of these cases which is one 
of retention by suitable apparatus, accompanied by 
massage and passive and active movements. Where 
no operation is performed I think that massage 
should be begun at once with the view of getting 
rid of the effused blood and lymph as quickly as 
possible, so as to prevent its organisation into fibrous 
tissue or into callus. As regards active and passive 
movements, however, I think it is better to allow a 
few days—say eight or ten—to elapse before the 
joint is actively moved, otherwise displacement 
of the fragments may occur. After that time, the 
broken ends are generally so firmly stuck together 
that with a little care such displacement will not 
take place. Where, however, an open operation has 
been performed, early massage is not so necessary, 
because the great mass of the blood-clot and lymph 


has been removed at the time; nor can it be 
carried out in the first instance. On the other hand, 
passive movements may be employed from the 
very first without any special risk of displacing the 
broken fragments. As soon as the wound has 
healed these movements may be judiciously 
extended and combined with massage. 

The Chairman said he had no doubt that 
members of the Harveian Society and the visitors 
whom it was their pleasure to see present would 
unite in tendering to Mr. Watson Cheyne their 
thanks for his instructive and interesting communi¬ 
cation on the subject of fractures. He thought 
also that the thanks of the meeting were due 
to Mr. Reid for bringing forward his beautiful 
series of stereoscopic skiagrams. 


Mr. Edmund Owen said: I should have been 
glad if Mr. Robert Jones, of Liverpool, could have 
been asked to speak first, as he has had unusual 
experience in these cases, and also because we are 
told that what Lancashire thinks to-day, London 
and the rest of England will be thinking to-morrow. 
Personally I have not much to say, but I would like 
to join with you, sir, and I am sure with all those 
who are with us this evening, in congratulating 
Mr. Watson Cheyne on his excellent and practical 
paper. But, if he will allow me to do so, I would 
like to call attention to what I consider to be 
almost an omission, in that he makes no mention 
of those difficult and anxious cases in which the 
surgeon cannot satisfy himself whether there is, or is 
not, a fracture near the joint. Thus, there has been 
a seveie injury : is there a fracture ? Something 
might well have been said about the management 
of those doubtful cases. My experience is that the 
greatest anxiety comes in when the surgeon cannot 
definitely make up his mind as to the presence 
of a fracture. The other day a medical friend 
advised that a boy should be taken to me for a 
final opinion in such a case. The anxious father 
and mother brought him with a tender elbow fixed 
up in a splint. The doctor did not write me a note ; 
he said to the parents, “ Find out what Mr. Owen 
thinks.” They would not tell me a word as to 
what the practitioner thought about the case, and 
I had to examine it independently. There was no 
possibility of giving the child chloroform, as it was 
in my own house, and taking an X-ray picture of 
it was out of the question ; the opinion was ex- 
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pected there and then. What should the surgeon i 
do in difficult and doubtful cases ? Is he to pro- [ 
ceed as if there were a fracture, or is he to let the ! 
case drift? The proper, the wisest, and the safest 
thing for him to do is to insist on being allowed to 
examine the limb under chloroform, and, if there 
is still uncertainty, to have the help of the X rays. 
One of the propositions which Mr. Cheyne brought 
forward was this : In the treatment of fracture an 
anaesthetic must be administered—that is, in the | 
primary treatment. I go further and would urge 
that in making up his mind as to whether there is 
a fracture or not near the joint, an anaesthetic 
ought to be administered. There must be no 
guessing. And I am sure, from what I see of 
cases which have not answered to treatment, that 
more errors are committed, more mistakes are 
made and troubles invited from the surgeon not 
making himself master of the situation at the very 
beginning, than from any other cause. So I shall j 
again insist upon it that if there is any doubt or 
difficulty about making up one’s mind whether 
there is a fracture or not, an anaesthetic should be 
administered. In the case of a child there is 
especial and great anxiety on this score ; parents I 
are apprehensive and anxious, and they ask if 
it is really necessary to give the child an anaes¬ 
thetic. Yes, it is necessary, not only for the sur¬ 
geon’s peace of mind but also for the purpose of 
avoiding mistakes and their consequences, and it is j 
also important that the surgeon should not make the 
examination of the case single handed. I do not 
say he need necessarily call in a hospital surgeon, 

(I must not even hint that it is often safer so to 
do), but I will urge that he call in some surgical j 
friend or neighbour to share the responsibility of 
the case with him. And if it happen that there 
are two men in some small country town or village 
with, perhaps, not the greatest and closest friend- j 
ship between them, it may be advisable for the 
man who has the responsibility or anxiety of the : 
case to call in his opponent to help in the consulta¬ 
tion, examination and treatment. It is always a 
wise thing to divide responsibility in a difficult 
case. Of course, a skiagram is extremely useful, 
but it cannot be always obtained; but if an 
examiner in surgery asks a student a question 
about the diagnosis of fracture, he at once begins 
to talk about skiagrams. And I think that as time 
goes on people who have not the screen will find 


it increasingly difficult to make up their mind 
about the exact situation of a fracture, or indeed, 
as to whether there is any fracture or not. I am 
afraid that the art of diagnosing a fracture, as 
formerly practised, is likely to wane. The last 
point to which I will refer is this : that when one 
has been treating a fracture near a joint, especially 
in a child, and is not quite satisfied with the con¬ 
dition of affairs, he should not be in a hurry to 
suggest operative interference ; he should trust to 
time. Time is the surgeon’s best friend. Appre¬ 
hensive parents show an elbow—I am thinking of 
one case particularly—a month or so after an 
accident, and at once it is seen that the limitation 
of movements is great; there is a good deal of 
thickening around the articulation, and the parents, 
and the surgeon too, are anxious as to whether 
there will be due return of movement. My ex¬ 
perience is that there almost always is a good 
return of movement, especially if the surgeon has 
followed the line of treatment suggested by Mr. 
Robert Jones, of keeping the elbow well flexed 
from the very beginning. Whatever the injury at 
the elbow the flexed position brings the parts into 
apposition, and keeps them there. I have seen 
something of the treatment of fractures by Cham- 
pionni£re in Paris, without any retaining apparatus 
at all, and, I confess, have been highly pleased with 
the way in which his cases have turned out. Still, 

1 think it might lead to disaster if the ordinary 
surgeon, in the daily run of active practice, were to 
adopt that line of treatment, and to content himself 
with not putting on any retaining apparatus. But 
certainly, under the close supervision of Lucas 
Championniere, fractures thus treated do remark¬ 
ably well, the function of the joint being very 
quickly restored, lastly, I would like to put a 
question to Mr. Cheyne, and probably it is, for 
reasons to which I need not specially refer, a 
question which is passing through the minds of 
several here to-night : in the case of fracture of the 
surgical neck of the humerus, close to the joint, 
when the surgeon is not quite satisfied as to 
whether he has the parts in good apposition or not, 
or when he is sure he has not good apposition 
from the picture given by the screen, would he be 
anxious to interfere by operation, and how soon 
after the fracture would he feel justified in cutting 
down and wiring the fragments ? And would he 
| follow the same line of treatment in the case of a 
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man of seventy years of age, with a troublesome 
fracture of the surgical neck of the humerus as he 
would in fracture of the patella in such a person ? 
Would he at once cut down and wire ? 

Mr. A. Pearce Gould : It is very kind of you, 
sir, to give me the opportunity of joining in this j 
interesting discussion. I know there are many 
members and visitors who are intending to take 
part in the debate, and therefore it behoves every 
one of us to be short in our remarks. But one 
does not want to be so brief as to omit to thank 
Mr. Watson Cheyne for the admirable exposition 
on the subject which he has given in the helpful ! 
paper which he has read. I think I shall do best, 
under the circumstances, if I limit myself to just 
one point in the remarks which I shall make, and 
that is to emphasize still further what Mr. Cheyne 
lias drawm attention to, and what Mr. Edmund 
Owen has also referred to in his remarks, namely, 
the importance of time. In the diagnosis of any « 
fracture, and most certainly in the diagnosis of a 
fracture near a joint, there is only one really 
favourable time for arriving at a correct diagnosis, 
and that is immediately after the injury. I think 
that the greatest mistake we are apt to make in 
the treatment of these cases is to think that a more 
favourable time will arrive at some future date, 
and that by postponing making up our minds, or 
by postponing making a final and definite examina¬ 
tion, we shall derive some advantage. We all must 
have known of cases in which the surgeon has 
said he will wait until the shock has passed off, or 
until the swelling has passed off and the pain has 
become less severe, or something of that sort, and 
then he would be able to examine the part more at 
leisure and more satisfactorily. That, I think, is a 
“fool’s paradise,” and I believe all here who have 
seen these cases will agree with me in saying that 
there is but one moment which is the most satis¬ 
factory moment, the most likely moment to lead us 
to a correct diagnosis, and that is the earliest moment 
we can seize after the injury. And in reference to 
treatment, I think the same thing applies with equal 
force. There is no advantage, that I know of, to 
he derived from postponing the proper and satis¬ 
factory treatment of a fracture. I am afraid I have j 
said to myself in days gone by that I will be con¬ 
tent with a partial success now, and hope to convert ' 
it into a complete success on another occasion, ! 


when the parts have settled down. And I have 
seen many instances where others have been 
inclined to take the same line, for various reasons. 
And that, again, I believe to be a fobl’s paradise. 
The conditions for the successful treatment of a 
fracture all become increasingly unfavourable by 
postponement. And whether the procedure decided 
upon is manipulation, with a screen or without 
a screen, under an anaesthetic or without an 
anaesthetic, whether it is done by an opera¬ 
tion or without, or whether we are dealing with 
what I may call the later or after-effects of 
these injuries—the stiffness and limitation of 
movement, and the muscular weakness which is 
apt to follow them—the earlier our treatment s 
carried out the better. That, sir, I think is one 
of the most important points to which we should 
have our attention directed in the case of these 
injuries, both in regard to diagnosis and treatment. 
There was one other remark in Mr. Cheyne’s 
admirable paper which I should like to corroborate 
and support, if I may, and that is the vanity of 
such devices as a pad in the axilla, and of splints 
and apparatus for extension, and so on, for correct¬ 
ing the displacement of a fracture about the joint. 
As to the pad in the axilla, I believe it to be one 
of the most mischievous devices which have ever 
been introduced into surgical practice, and I 
wonder how it has survived as long as it has. It 
requires no thought to arrive at the conclusion 
that it cannqt possibly have any good effect at all. 
How any pressure exerted between the inner side 
of the humerus and the elastic ribs is going to 
overcome the supposed muscular traction of 
important and strong muscles such as the pectoralis 
major, the latissimus dorsi, and the teres major, 
and so on, without effecting irreparable damage 
upon the intervening compressible structures, such 
as the axillary veins, the nerves, and even the 
axillary artery, passes my comprehension alto¬ 
gether. It is an absolutely delusive thing. • All 
such devices I believe to be delusive, such as 
the old-fashioned “ pistol splint ” for Colles’ 
fracture, which I hope is dead and gone. It is 
an absolutely hopeless procedure, and wrong in 
every way. There is but one way of correcting 
the deformity of a fracture, and that is by some 
form of direct manipulation of the fragments 
to readjust them exactly in position. And whether 
that is done through the skin or beneath the 
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skin after an operation, the actual mechanical 
work is identical in the two cases. It is by 
direct manipulations of the fragments and exact 
readjustment »of them that we get them into place, 
and not by any other of these oblique and indirect 
methods ; and I think it is exceedingly important 
that we should all realise that there is but this one 
means of dealing with these cases. And then, sir, 
about the operation. I do not wish to add to 
what Mr. Cheyne has said about operation—that 
is to say, about the desirability of it and soon—but 
I would like to urge this, that where operation is 
to be performed, surely it should be performed 
early. The dangers and drawbacks arising from 
postponement of these operations are very serious 
and very grave. By waiting we add very con¬ 
siderably to the period of convalescence and to 
the pain and to the difficulty of securing full move¬ 
ment in the joint afterwards, and, therefore, the 
proper use of the part. And there is no counter¬ 
vailing advantage that I can imagine, or that I 
have ever heard of, in postponing operation to a 
later time. And one does see serious results 
follow from waiting. I remember some years 
ago, for instance, having a man sent up to the 
hospital who had injured his shoulder; he had 
fractured the anatomical neck of his humerus, 
and the head of the bone had been shot out of 
the glenoid cavity, and the fractured surface of the 
neck of the bone lay between the upper end and 
the shaft of the bone. The axillary vessels and 
nerves there had adhered to the bone in that 
situation. The man was sent to the hospital 
some weeks after the injury with a hopelessly 
stiff shoulder; but, worse than that, he had | 
suffered several weeks of extreme pain, and he | 
had a good deal of paralysis of the limb below 
from pressure on the nerves. Of course the only 
thing which offered any prospect of doing good 
in that case was to remove the head of the bone- 
That was done, and I am glad to say he recovered 
a very useful limb and lost his pain ; but he had had 
those weeks of pain and many weeks of disability 
of the limb. 

{To be continued.) 

We have received from C. Hamilton Whiteford, 
M.R.C.S., L.R.C.P., a copy of his book entitled I 
4 Glimpses of American Surgery in 1906,’published 
by Messrs. Harrison & Sons, Pall Mall. 


THE TREATMENT OF INFLAMMATION BT 
PRODUCING PA SSI YE CONGESTION.* 

By EDRED M. CORNER, F.R.C.S., 

Surgeon to Out-patients, St. Thomas’s Hospital; Senior 
Surgeon to Out-patients, the Children’s Hospital, 
Great Ormond Street; Consulting Surgeon to 
the Wood Green and Purley Hospitals. 

Gentlemen,— Many years ago, but within the 
memory of some of us, Joseph Lister, now Lord 
Lister, made his ever-famous discovery of the use of 
antiseptics By the principles and science of his 
work the art of modern surgery has been enabled to 
attain its present standard. And now there seems 
to be the dawn of another era, a mere corollary on 
Lister’s great work, when surgeons will trust more 
to soap and water than to the action of chemicals. 
But all this progress of the science of surgery has 
been merely to prevent the formation of pus or sup¬ 
puration, whilst little advance has been made actually 
in the treatment of cases when pus has already 
formed\ the value of serum therapy being yet in¬ 
definite. The pioneer who has stepped into this 
breach is Professor Bier, of Bonn. A future gene¬ 
ration alone will be able to tell whether it is right 
to welcome him as a peer to Lord Lister or not. 
His treatment consists of maintaining a passive 
congestion in the affected part for as many hours a 
day as is feasible. It is best used on the limbs. 
A rubber bandage is applied round the limb at a 
place well away from the affected part. Thus, it is 
placed round the upper arm for an affection of the 
hand, and round the thigh for an affection of the 
foot. It is a method which should form a part of 
the professional armamentarium of every general 
practitioner, and will be far more useful to him 
than to the consulting surgeon. Not least of all 
will it be useful, because it can be applied whilst 
the practitioner is uncertain exactly where to make 
an incision into an inflamed part, such as a whitlow. 
Thus, the patients and their friends are spared 
much pain and anxiety, whilst the medical man is 
saved from any loss of the confidence placed in 
him. It is a very simple form of treatment, which 
eases the patient and must redound to the credit 
of those who use it intelligently. 

The bandage must be applied to the limb well 

* Part of an Address delivered to the Branch of the 
British Medical Association at Hornsey. 


Digitized by 


Google 



The Clinical Journal.] 


MR. CORNER. 


[May 22,1907. 95 


away from the affected part. Its application must 
be done carefully, and it may require several read¬ 
justments before the requisite tightness is obtained. 
There are three points to be noted in this connec¬ 
tion : 

(1) The pain must cease or be very markedly 
diminished in about twenty minutes. 

(2) The arterial pulse, distal to the bandage, j 

must be unaffected. 1 

(3) The temperature of the limb must not be 
allowed to fall. 

Careful attention must be given to these three ' 
points. The first is the great criterion as to I 
whether the treatment is doing good; and the ' 
other two will indicate if it is doing harm. 

The bandage should be changed every six or 
eight hours, and left off for an hour or two, when 
the part is bathed with spirit or eau de Cologne, 
dried and powdered. When re-applied, the place 
of application of the bandage should be changed a 
little. The tolerance of the particular patient 
under treatment is soon gauged, and I have left a 
bandage on continuously for twelve hours at a 
time ; and, with one re-application, for twenty-two 
out of twenty-four hours. 

The next question is the rationale of the treat¬ 
ment. The venous and lymphatic flows are im¬ 
peded by the bandage, whilst the arterial is not, 
blood entering the part and finding its exit im¬ 
peded. In consequence, the limb becomes blue 
and swollen, being particularly oedematous near 
the inflamed area. The bandage prevents the 
toxins passing into the general system, with the 
result that the patient feels better. The swelling 
or oedema acts in tw r o ways. Firstly, by distending 
the cellular tissues above and around the inflamed 
part it is thought to produce a kind of infiltration 
anaesthesia, somewhat akin to what is produced by 
hypodermic injections. Secondly, it determines 
an aggregation of leucocytes and serum to the part 
which attack the organisms and toxins by both 
force and guile. To put it otherwise, by applying 
the bandage the available forces of the body are 
concentrated in the region where active service is 
required. It is like our sending armies to South 
Africa in the time of the Boer War. Thus the 
energies of the individual are concentrated to rid 
him of his disease. 

This rationale indicates also the limitations of 
the treatment. By means of thus marshalling the 


forces of the body the patient is placed in a better 
position to recover. But by determining the dis¬ 
tribution of his forces we only aid him; we do not 
supply him with reinforcements. If the infective 
organisms are more than a match for his protective 
forces, passive congestion will not cure him. It is 
very doubtful if serum therapy can do as much in 
the treatment of acute cases, let alone more. 

To proceed to the effects noticed clinically, it 
will be best to note them seriatim . 

(1) Pain. —If the proper tightness of the bandage 
has been obtained this should cease in twenty 
minutes. 

(2) Temperature. —The temperature begins to 
fall in two or three hours. Sometimes it continues 
to rise for that time previous to falling. 

, (3) Pulse. —The pulse-rate may remain rapid, 

I and then fall to normal with the temperature. As 
| a rule, it quiets with the cessation of the pain. 

* (4) Sleep. —The patient, sometimes worn out 

with pain and sleeplessness, often drops into an 
easy, refreshing sleep. 

(5) Appetite .—Sometimes he awakes with an 
appetite after he has had no desire for food for 

| some time. 

(6) Urine. — Albuminuria has been known to 
disappear. 

In general, the patient feels more comfortable 
and much better. 

In regard to the local condition, the blueness 
and swelling are most marked about the inflamed 
part, at which place the swelling remains longest. 
If there is a wound present the amount of dis¬ 
charge is much increased, whilst it often becomes 
sanguineous. The granulations are large and blue. 
In fact, the blueness and the local swelling may 
make it appear as though the treatment, which is 
doing good to the general system, is doing harm to 
the part. But the return of the general symptoms, 
if the bandage is removed, is a convincing expe¬ 
rience, particularly to the patient. 

I Realising that this treatment aids, but does not 
| compel, the patient to overcome the infection, 
j careful watch must be maintained for the presence 
! of collections of pus, if such exist. They should be 
incised, and the congestive treatment continued. 

As to the known value of this form of treatment, 
it is only possible to mention a little in the time at 
! our disposal, but the literature on the subject is 
enormous. The output from Professor Bier’s clinic 
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is very large, as his pupils are attempting, with 
various success, to adapt his method to inflamma¬ 
tions on the head, neck, and trunk. In these 
particulars it is sometimes successful and sometimes 
not, whilst the necessity of having specially devised 
apparatus must prevent its use becoming general. 

In the limbs themselves it has been proved that 
a given collection of pus, in an abscess-cavity or a 
joint, has contained micro-organisms of suppura¬ 
tion, and that under the congestive treatment the 
pus has become sterile. Such cases have been 
quoted in connection with an abscess of the thigh 
and a purulent synovitis of the knee. But from 
my own experience I would suggest that the treat¬ 
ment is used early, and as an adjuvant , collections 
of pus being incised when found. Moreover, 
these incisions need not be large. Beyond this 
use in acute cases, passive congestion is a very 
valuable aid in some chronic ones, and as illustra¬ 
tions of these classes two examples only will be 
brought to your notice. In the acute one the 
benefits are illustrated in spite of the fact that 
extensive incisions were required later. 

Case i. —An old lady, aet. 6o years, was admitted 
to St. Thomas’s Hospital on October 6th, 1906, 
suffering from cellulitis of the left hand. It was 
incised the same day, her temperature being i 
103*9° F., and pulse 100. On the next two days 
the temperature was 104*4° F. On the 8th, when 
it was 103° F., a bandage was placed round the 
left arm, the temperature falling steadily to 98*4° F. 
the next morning. The pulse sank to 88. The 
bandage was then taken off for five or six hours, 
when the temperature rose directly to ioi° F. and 
the pulse to 96. A similar cycle can be seen on 
the six succeeding days, "the poor old lady had 
been sleepless and unable to take food, but when 
the bandage was on she slept, and even expressed 
desire for certain articles of food, such as a sole. 
Yet, in spite of this improvement, there was a large, 
deep collection of pus in the palm and above the 
wrist. This was incised on October 16th; the 
highest temperature that day was 99*6° F., pulse- 1 
rate 84. For the next five days the immunity from | 
general symptoms was maintained, although 
throughout the treatment we had the greatest 
difficulty in applying the bandage of the right 
tightness to stop the pain. On the 21st and 
22nd the temperature rose to ioi° F., when the 


bandage was remitted. After it had been discon¬ 
tinued the tehiperature immediately began swing¬ 
ing up and down, three to five degrees every 
twenty-four hours. Many incisions were made, 
pus was found in all the cellular tissues of the 
hand, the wrist-joint, tendon-sheaths, carpal-joints, 
etc. Suffice it to say that as soon as these w f ere 
opened the patient began to recover. 

In this case there is no doubt that the passive 
congestion utterly failed to overcome the local 
infection, but it certainly maintained the patient’s 
general condition and localised the focus of infec¬ 
tion. Thus, in spite of its failure, it probably did 
much to save the patient’s limb, if not her life. At 
the same time, the course of the illness shows the 
benefits which the patient derived from the use of 
the bandage, whilst the infection in the hand was 
actively rampant. 

Case 2. —A woman, of about thirty-five years of 
age, was in St. Thomas’s Hospital last October for 
an ulcer on the outer side of her right leg. It was 
of the very callous type, having been present nine 
years, and the cicatrisation had produced a con¬ 
dition of talipes equinovarus. She was admitted 
to have her leg amputated. The surface of the 
ulcer was cleansed in the usual way, and then the 
bandage was applied to the thigh. The leg became 
blue, but swelled very little. The discharge from 
the ulcer, which had been slight, became much 
more plentiful and bloody, indicating that the 
callous granulations had become active. Besides 
the discharge, the epithelium at the edges of the 
ulcer showed signs of activity, so that in a week’s 
time the ulcer had decreased from the size of a 
five shilling piece to that of one shilling, and in a 
fortnight or three w*eeks was healed. A marvellous 
result, considering that the ulcer had been present 
for nine years! The congestive treatment was 
maintained for a fortnight or so after the healing 
was completed, in order to render the scar strong 
and firm. ^ 

This case illustrates, in a superlative way, the 
value of this treatment on the healing of granulating 
surfaces. 

In conclusion, I would strongly recommend you 
the use of treatment by passive congestion on 
account of its great value, its general applicability, 
its inexpensiveness, and because it will save the 
patient from worrying if the surgeon waits before 
incising an inflamed finger, or has incised it without 
giving relief. 

May 20th, 1907. 
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HEADACHES AND NEURALGIA. 

Two Clinical Lectures delivered at St. Mary’s Hospital. 

By WILFRED HARRIS, M.D., F.R.C.P., 

Physician to Out-patients, St. Mary’s Hospital, and to the 
Hospital for Epilepsy and Paralysis, Maida Vale. 


I Lecture I. 

Gentlemen, —In a comprehensive survey of the 
j meaning and of the various causes of headache, 
we shall see that neuralgia plays an important part 
in the production of its several varieties, and I 
have, therefore, included neuralgia in the title of a 
j lecture which was intended primarily to discuss 
the various causes and treatment of headache. 


| Neuralgia. 

I The word neuralgia means “ nerve-pain,” but it 
j should be used in a narrower sense than its Greek 
| derivation would imply. It is often applied loosely 
to all forms of nerve-pain, including those due to 
| neuritis or inflammation of the nerve or nerve- 
sheath ; but the use of the term should be limited 
to include two forms only : (1) idiopathic or 
true neuralgia, in which there is no evidence of 
i any nerve-lesion, and (2) symptomatic neuralgia, 
in which either the pain has continued after 
the original nerve-lesion which caused it has 
disappeared, or in which the pain spreads over 
more nerve branches than the one which is irri- 
| tated or implicated in the disease. Common 
instances of these latter are some cases of sciatica, 
which persist as a neuralgic pain along the distribu¬ 
tion of the sciatic nerve after the sciatic neuritis 
has completely subsided. These are the cases of 
sciatica which get well rapidly under treatment 
with galvanism, faradism, or high-frequency cur¬ 
rents, though the pain may have persisted for 
many months in spite of prolonged treatment by 
rest in bed. Belonging also to this second group 
are the cases of dental neuralgia, or neuralgia 
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minor, in which irritation of one small branch of 
the second or third division of the fifth nerve may j 
set up reflexly pain radiating over a part or the 
whole of the three divisions of the nerve. 

Visceral Neuralgias . 

Similar reflex neuralgia of the cutaneous nerves 
of the abdomen and chest is met with in many 
forms of visceral disease, whether of the stomach, 
liver, diaphragm, pleura, lung, heart, etc. Pain 
may then be complained of around the chest or 
abdomen, with zones or spots of skin which are 
excessively tender to pin-prick. These areas, so 
well described by Head, become hypersensitive 
because the corresponding level of the spinal cord, 
from which the cutaneous nerve takes its origin, i 
has become hypersensitive owing to irritant stimuli 
being received from the visceral nerve, which is 
also supplied from the same level of the cord to 
the diseased viscus. It should be noted that 
these areas of cutaneous hyperaesthesia secondary 
to visceral disease do not correspond to the 
cutaneous distribution of the peripheral nerves, > 
but resemble the cutaneous distribution of the 
posterior spinal roots. This reflex neuralgia and 
superficial soreness of the skin may be sometimes 
of considerable aid in the diagnosis of obscure and 
conflicting symptoms of visceral disease. For 
example, a young girl, aet. 20 years, was under j 
my care for recurrent attacks of severe gastralgia 
with vomiting, being perfectly well in the intervals. 
During the attacks, which lasted from two to three 
weeks, there was constantly present an area of 
soreness and hyperaesthesia to pin-prick below the ! 
left nipple in the sixth and seventh, dorsal areas, with 
a smaller sore spot behind, just internal to the angle , 
of the left scapula. Now the viscera supplied i 
from this level of the cord are the cardiac end of 1 
the stomach, the bases of the lungs, heart and 
pleura. The form of the gastric attacks made it 
practically certain that it was the stomach that was 
at fault, and the superficial neuralgia of the sixth 
and seventh dorsal area decided for me that it was j 
the cardiac end of the stomach. Since the cardiac 
end was a most unlikely site for gastric ulcer, and , 
there had never been any haematemesis, the most 
probable diagnosis was of an external adhesion to 
the cardiac end of the stomach due to a previous 
perigastritis. I therefore had the patient operated 
on, and a thick, fibrous band between the cardiac j 


end of the stomach and the spleen was found and 
divided, which procedure completely relieved her 
symptoms. Lesions of the other viscera may 
similarly cause reflected pain and superficial 
tenderness, according to their corresponding 
spinal segments: thus, the liver corresponding 
to the eighth to the tenth dorsal levels, the heart to 
the third to the sixth dorsal, etc. 


Reflected Headaches. 

Occasionally this superficial neuralgia and tender¬ 
ness may be again reflected in a most extraordinary 
manner on to the scalp, so that headache may in 
this way be caused by visceral disease. This is to 
be explained through the distribution of the vagus 
nerve to the lungs, heart, stomach, liver, and upper 
portion of the intestines, so that lesions of these 
viscera which cause reflected cutaneous pain and 
tenderness, according to their corresponding spinal 
segment, may at the same time reflect afferent im¬ 
pressions through the vagus to the medulla. By 
this means, through the agency of the cutaneous 
supply of the head, definite areas of the scalp may 
become tender and painful in association with 
visceral disease. A good illustration of a reflected 
headache due to gastric irritation is the pain across 
the top of the head which, in certain persons, follows 
immediately after the swallowing of ice cream. A 
similar example of such referred gastric head¬ 
ache I saw recently in a man, aet. 26 years, who 
had suffered from left-sided headaches and severe 
indigestion for the past eight or nine years. After 
a heavy meal he said that headache always came 
on in about ten minutes. The pain was usually 
vertical, especially on the left side of the head. On 
examination there was marked superficial tender¬ 
ness of the scalp on the left side, and soreness to 
light touches, pulling the hair, or to pin-prick, from 
the hair line in front as far back as the upper 
parietal region, the most sensitive region being 
between the temple and the vertex. On the lower 
part of the chest there was marked tenderness, and 
soreness on the left side between the nipple and 
the lower ribs, especially over the seventh dorsal 
area. The tongue was furred, and the percussion 
note showed the stomach to be considerably dilated. 
Treatment by alkalies made the dyspepsia worse, 
but it was at once improved by acids and zymin 
tablets, showing the condition to be due, not to 
hyperchlorhydria or acid dyspepsia, but to atonic 
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dypepsia, the cardiac end of the stomach being 
especially at fault and dilated. This portion of the 
stomach is, in its development, related to the 
seventh dorsal segment, while the pyloric end is 
innervated from the eighth and ninth dorsals. 
Head has described occipital headache and tender¬ 
ness in cases of enlarged tender liver, or intestinal 
colic, associated with hyperaesthesia of the sub- 
umbilical or tenth dorsal area. Tenderness of the 
ninth dorsal area is similarly associated with parietal 
tenderness and headache, in liver disorders, lesions 
of the pyloric portion of the stomach, or in basic 
pulmonary disease. The eighth dorsal area is 
associated with vertical headache and tenderness 
of the scalp in liver, gastric, and basic pulmonary 
affections. In a case of peptic gastric ulcer in a 
young man recently under treatment, whose sister 
had also had haematemesis from the same cause, 
he complained of constant occipital headache for 
three months during the period of the stomach 
pain, and there was present well-marked hyper¬ 
aesthesia to the point of a pin over the nape of the 
neck on both sides, and on the occipital region of 
the scalp as high as the occipital protuberance. On 
examination of the abdomen, besides the usual 
deep tenderness on pressure in the epigastrium, 
there was considerable hyperaesthesia of the skin 
over the eighth and ninth dorsal areas, on both 
sides across the front of the abdomen, over a band, 
four inches wide, down to the level of the navel, | 
and also over the tenth dorsal area on the right j 
side in front, for two inches below the navel. Treat¬ 
ment with drachm doses of sodium bicarbonate, j 
taken after meals as soon as the pain commenced, 
completely relieved his symptoms and headache. | 
This case is instructive to compare with the one 
previously described of atonic dyspepsia with in¬ 
sufficiency of hydrochloric acid secretion. In the 
latter, the*cardiac end of the stomach being at fault, 
there was soreness of the seventh dorsal area on the 
trunk, and fronto-parietal headache and soreness of 
the scalp, while in the case of the gastric ulcer in 
which the pyloric end of the stomach is affected, j 
there is hyperaesthesia of the eighth and ninth dorsal 
areas on both sides, together with the right tenth 
dorsal area, with occipital headache and soreness of 
the nape of the neck and occiput. These two cases 
illustrate the fact that in gastric affections there may 
be headache referred to either the frontal, temporal; 
parietal, or occipital areas—a variety of situations 


which appears at first to be confusing, and therefore 
of rio diagnostic significance. This apparent chaos 
can, however, be reduced to order if the case is 
properly analysed and worked out on the lines as 
indicated above. The seventh dorsal area on the 
trunk is associated with temporal headache and 
soreness, nausea and vomiting, in cases of gastralgia. 

| I have already described two cases in which this 
| area was involved, one, a thick adhesion between the 
cardiac end of the stomach and the spleen, and the 
other, atonic dyspepsia. This same temporal area 
on the scalp may, however, be the site of headache 
and soreness of the skin in at least two other visceral 
referred neuralgias, in certain lesions of the eye, as 
iritis and glaucoma, and in caries of some of the 
upper teeth, as the canine and molars. Paroxysms 
of pain in this region, with nausea and vomiting, 
and tenderness of the scalp on combing the hair, 
has been known to occur from caries of these teeth. 
The sixth dorsal area is associated with fronto¬ 
temporal pain in cardiac or pulmonary disease, the 
fourth and fifth dorsal areas also with frontal or 
temporal headache in pulmonary or cardiac affec¬ 
tions. It is to be remembered that in the develop¬ 
ment of the heart, the venous end with the auricles 
is the more posterior, while the ventricles and aorta 
are anterior, and therefore correspond to a higher 
segment. This is shown by the pain and tenderness 
in mitral and tricuspid disease being associated 
with cutaneous hyperaesthesia of the sixth dorsal 
segment, whereas in aortic disease the second 
dorsal area is likely to be involved in the cutaneous 
tenderness. The second and third dorsal areas 
are associated with mid-orbital pain, in lesions of 
the apex of the lung, and in aortic disease. The 
superficial tenderness that may be present in aortic 
disease was well shown in one of my out-patients 
recently, a man, set. 43 years, with aortic regurgita¬ 
tion from atheromatous degeneration. The heart 
was much enlarged, the apex being in the sixth space 
in the left anterior axillary line, with a diffuse 
impulse. The aorta was much dilated, causing 
dulness for in. to the right of the sternum. On 
auscultation there was a short, rough, systolic mur¬ 
mur, followed by a longer musical diastolic bruit 
heard over the whole praecordium, but loudest in 
the third right space close to the sternum ; pulse 
collapsing, carotids and temporals throbbing. Exa- 
j mj nation by rays Qoiifi/mea the existence of 
I the dilatation of the aorta, but there was no reason 
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to suspect aneurysm. There was also well-marked 
soreness of the skin on the front of the chest on 
the left side, extending from one inch above the 
left clavicle down to the middle of the second space, 
the soreness to pin-prick accurately bounded by the 
middle line. Thus the visceral referred neuralgia 
in this case implicated part of the left fourth cervical 
and second dorsal areas, though the soreness did 
not extend to the inside of the upper arm. 

The levels of the spinal cord from the fifth cervical 
to the second dorsal, supplying the brachial plexus, 
and not being distributed on the trunk, do not 
cause reflected headache, but the third and fourth 
cervical areas may be associated with frontal pain 
and tenderness, the pain shooting through from the 
back of the head to the centre of the forehead. 
Neuralgia and tenderness of the neck over the 1 
third and fourth cervical areas may be associated ' 
with, and dependent upon, disease of the apex of 
the lung, or of the heart, usually when there is > 
tenderness over one of the upper dorsal areas. An j 
excellent example of referred neuralgia of the neck, [ 
back of head, and ear on the left side, implicating 
the second, third, and fourth cervical areas, with 
reflected orbital headache due to apical phthisis, I 
saw recently amongst my out-patients at St. Mary's : 
A young girl, set. 20 years, came complaining of 
pain all over the left side of her neck, back of head, 
and left ear, with severe pain over the left eye, 
much worse if she took a deep breath or coughed. 
When she coughed she always put the palm of her 
hand over her eyebrow to ease the pain, which, she 
said, felt as though all her brains were coming out. 
Examination of her chest showed early apical 
phthisis on both sides; she was decidedly anaemic, 
and had suffered from bad cough, with bringing up 
of phlegm, for the last six months. There was no 
local cause in the neck to account for the pain, and 
the orbital headache and pain at the back of the 
head, ear, and neck, was undoubtedly an instance of 
reflected neuralgia from the thoracic disease. Pain 
at the back of the head may be due to spinal 
disease in the upper cervical region, implicating the 
third and second cervical levels. I have now, 
attending my out-patients’, a man suffering from 
syringomyelia, whose chief complaint, at present, 
is of pain over the occipital region on both sides, 


1 right, with complete analgesia of the occipital 
! region of the scalp and most of the right half of the 
body, though tactile sensation is about normal. 
This is an instance of analgesia dolorosa, the skin 
of the painful area being insensitive to painful 
stimuli. • 

Sometimes in gastric and liver disorder the 
third and fourth cervical areas become involved 
in the tenderness, in addition to the dorsal areas, 
and then frontal pain and tenderness may be 
present in addition to the temporal and vertical 
headache. The patient with atonic dyspepsia 
already referred to, with his worst attacks of 
indigestion used to get frontal headache in addi¬ 
tion to the pain on the left side of the head, and 
when the dyspepsia was bad, reading would make 
the frontal headache worse. Now, hypermetropia 
causes mid-orbital and frontal pain, a point to 
which we shall refer again presently, and it is 
important to remember that the pain so frequent 
in hypermetropia or astigmatism may be mimicked 
by thoracic or gastric disorder, and aggravated by 
use of the eyes during the period of indigestion. 
Glasses may thus easily be prescribed needlessly, 
without any beneficial effect, especially if there 
should happen to be a slight error of refraction 
present. The differential diagnosis will lie in the 
fact that if the orbital and frontal pain are really due 
to reflected headache from thoracic or gastric dis¬ 
order, the pain will only be present when the 
symptoms of these diseases are also manifest, 
while reading or sewing at other times will cause 
no discomfort. The results of treatment will also 
make the diagnosis clear, the appropriate treatment 
of the cardiac or gastric lesion causing the dis¬ 
appearance of the pain in the head, in spite of 
the continuance of use of the eyes for near work, 
while, vice versa , paralysis of the ciliary muscle by 
atropine will not relieve the pain so long as the 
visceral disease is causing symptoms. The ovaries, 
testes, liver, and midgut refer on to the tenth 
dorsal or subumbilical area, and thence to the 
occipital region of the scalp, but those viscera 
which are innervated from spinal levels lower than 
the tenth dorsal, such as the uterus, tubes, bladder 
and lower bowel, do not cause reflected headache 
unless there be associated gastric or similar dis¬ 


although this area, is Qpir\pletely.insensitive to pin¬ 
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order. 

: Symptomatic neuralgia of the face, from irrita¬ 
tion or exposure to cold of a branch or branches 
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of the fifth cranial nerve, is an exceedingly common 
event. Many of us must have had personal expe¬ 
rience of a carious tooth setting up an inflammation 
of the pulp cavity, and causing a neuritis in a twig j 
of the third or second division of the fifth nerve. i 
After the pain has existed locally for some time this 
is followed by lancinating pains radiating over the 
face into the territory supplied by the two other 
main divisions of the trigeminal. When this occurs, 
the skin over the whole face may become tender, 
or the referred pain may be situate in the meatus j 
of the ear, or in the upper jaw on the same side 
when the offending tooth is a lower molar. Similarly 
a carious tooth in the upper jaw may cause tender¬ 
ness below the orbit over the exit of the infra¬ 
orbital nerve, or the eye or temple may become 
painful. The mechanism of the production of 
this diffuse referred pain is similar to that already 
described in the case of tenderness of the dorsal 
skin areas in visceral disease. It is common 
enough for errors of refraction, especially hyper- 
metropia and astigmatism, through spasm of the 
ciliary muscle irritating its sensory supply from the 
ophthalmic division of the fifth, to cause referred j 
pain along the whole of that main branch of the 
trigeminal, the pain being especially felt in the mid¬ 
orbital region, but it is rare for the pain from this 
cause to spread over the other two divisions of the 
fifth nerve, as is not uncommon in dental neuralgia. 

It is, however, sometimes met with, and I came 
across a very good instance lately, in which an 
error of refraction had caused such pain, spreading 
from the forehead over the cheek and into the teeth 
of the lower jaw. This was cured by the use of 
proper correcting glasses. 

It is rather the slighter degrees of hypermetropia, 
and especially of astigmatism, that are liable to set 
up the headache or supra-orbital neuralgia that is 
so well known as “refraction headache.” This is | 
due to the constant attempts of the ciliary muscle 
to correct the error, and in the case of astigmatism j 
an unequal tonic contraction of parts of the ciliary I 
muscle is required. When there is a high error, | 
either of astigmatism or hypermetropia, the ciliary | 
muscle gives up the unequal struggle, and no head- j 
ache may be produced. Another cause of ocular | 
headache that is frequently overlooked, is a 
muscular deficiency of one of the recti, usually one | 
or both of the internal recti, causing deficiency of ! 
convergence, and a tendency to divergent stra- | 


bismus. This weakness of convergence is also 
accompanied by deficient power of accommodation, 
owing to the close association of these two functions 
in reading or other near work with the eyes, and, 
consequently, there is somewhat similar straining 
of the eyes as in hypermetropia, and the headache 
that is produced is similar in character—mid-orbital 
and frontal. A tendency to convergent squint, 
due to a muscular deficiency of the external recti, 
will produce difficulty in obtaining clear vision at a 
distance, owing to the strain of the external recti 
to overcome the diplopia and to fuse the two 
images. For distant vision, then, a small degree 
of muscular deficiency of the external recti may 
cause considerable strain, and so headache may be 
produced, not, in this case, associated with any 
strain of the ciliary muscle, the pain in this case 
being temporal. Similarly, weakness may occasion¬ 
ally be found in either the superior or inferior 
rectus, causing a tendency to vertical diplopia. 
The strain in this case will be constantly present 
both for distant and near vision, and headache, 
usually frontal, is liable to be produced. These 
headaches are sometimes most marked in the 
morning after a night’s rest, in contra distinction to 
the headaches of hypermetropia and astigmatism, 
which come on later in the day after prolonged use 
of the eyes. The treatment of these headaches, 
due to muscular deficiencies, will be by correcting 
glasses, or even a tenotomy may be with advantage 
sometimes done. 

Chronic nasal obstruction , or inflammation and 
blocking of the accessory sinuses , ethmoidal or 
frontal, may sometimes be the cause of frontal 
pain, and of a sensation of pressure at the root of 
the nose. The pain in these cases usually occurs 
• daily, and is worse in the afternoons. 

Neuralgic Headache . 

Quite different in origin ^s the type of headache 
so frequently associated with a visit to a picture- 
gallery, and which has been well named the 
“ Academy ” headache. This is a functional neu¬ 
ralgic pain set up in the cortical sensory centres by 
the fatigue of the visual and other perceptive 
centres, and will be again referred to. Neuralgic 
visual headache is occipital, sometimes vertical, 
and may be brought on by any prolonged strain of 
the attention involving the use of the eyes, such as 
reading or writing, especially reading in a jolting 
carriage or train, a visit to a theatre or race-meeting, 
or watching the shimmering light on moving water, 
as when fishing, or the haze rising from the hot 
ground on a brilliantly sunny day. Sometimes a 
small error of refraction is present in these cases, 
careful correction of which, however, fails to relieve 
the condition. The subjects of this type of head¬ 
ache are often liable to neuralgic pains elsewhere, 
or other neuroses, or even migraine may be present 
in other members of the family. The headaches 
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are made more frequent and severe by worry or ill- 
health, and may disappear completely for weeks or 
months under favourable conditions. Tonic treat¬ 
ment with strychnine and arsenic, and the use of ; 
tinted glasses^, will do much to prevent their occur¬ 
rence, while the pain may be arrested by lying 
down perfectly quiet with the eyes closed, or by 
taking a dose of butyl-chloral hydrate and 
phenazone, caffein citrate, or phenacetin. 


THE TREATMENT OF FRACTURES IN 
THE NEIGHBOURHOOD OF JOINTS. 

A Discussion at the Harveian Society of London by 
Mr. Watson Cheyne. Mr. Arbuthnot Lane. 

Mr. Edmund Owen. Mr. Robert Jones. 

Mr. Pearce Gould. Mr. Clayton Greene. 

And Mr. Crisp English. 


Trigeminal Neuralgia . 

Tic douloureux, or trigeminal neuralgia, in its 
typical form consists of intense paroxysms of pain 
referred over the area supplied by one or more 
divisions of the fifth nerve. It is thus a cause of 
intense pain and tenderness over the anterior half 
of the.head, when the ophthalmic branch is in¬ 
volved. It is also called neuralgia major, and, 
unlike symptomatic neuralgia, or neuralgia minor, 
such as the dental variety already referred to, true 
idiopathic trigeminal neuralgia never occurs until 
middle life is reached. The pain is usually localised 
for a time to one of the three divisions of the nerve, 
usually the third or the second, rarely the oph¬ 
thalmic branch. It may start apparently from one 
tooth, which the patient usually insists on having 
extracted, although it may be quite sound, and 
one by one the teeth are lost in this way in upper 
and lower jaw on one side, as the pain continues | 
unabated in severity. There are usually sensitive | 
spots, light pressure on which will start a paroxysm 
of pain, the commonest being close to the exits of 
the infra-orbital nerve and of the inferior dental 
nerve. I have a patient now in hospital for extir¬ 
pation of the left Gasserian ganglion, on account 
of severe trigeminal neuralgia of five years’ dura¬ 
tion affecting the first and second divisions of the 
nerve. Her paroxysms of pain usually start from 
just below the eye, or on the left side of the eye¬ 
brow, and dart over tfae forehead and cheek into 
the eye, the pain being so intense that she says it 
feels as if her eye was being tom out with knives, 
and that if she does not soon get some relief she 
will have to do something desperate. (The Gasse¬ 
rian ganglion has since been removed, with com¬ 
plete cessation of her symptoms.) No definite 
cause in the majority of such cases can be assigned 
for their commencement, the only cause in the 
present case being worry about one of her sons. 
Other neuroses, such as epilepsy, insanity, migraine, 
and the like, may be sometimes traced in the family 
history, and the sudden paroxysmal attacks of pain 
suggest a resemblance to the motor phenomena of 
epilepsy. For these reasons, the paroxysms of tri- 1 
geminal neuralgia are considered to be due to 
sudden nerve-storms, analogous to epileptic attacks, 
in the central terminations of the sensory root of 
the fifth nerve, and the disease was well named by 
Trousseau “ epileptiform neuralgia.” 

May 27 th, 1907. 


With Dr. S. P. PHILLIPS in the Chair. 

(<Concluded from page 94.) 

Mr. Arbuthnot Lane said: I do not propose 
to say anything about the diagnosis of fractures, 
since it has resolved itself so largely into a ques¬ 
tion of obtaining perfect X-ray photographs. I 
will satisfy myself by urging the importance of 
obtaining photographs in several planes, since it is 
only in this way that the nature of the fracture can 
be accurately diagnosed. The X-ray photograph 
also furnishes us with a ready means of determin¬ 
ing the manner in which we have done our work, 
whether we have attempted to replace the frag¬ 
ments in accurate apposition by manipulation or 
by operation. In either case the part should, 
immediately after the operation, be photographed 
in several planes, so that any defect may be 
effectually dealt with as soon as possible. 

The fractures about the ankle-joint come under 
two distinct groups. First, we have those produced 
by excessive abduction, which are called Pott’s 
fractures, and which consist In a spiral or torsion 
fracture of the lower portion of the fibula with or 
without rupture of the internal lateral ligament, or 
i of transverse fracture of a portion of the internal 
malleolus with or without a vertical fracture of the 
posterior and outer part of the lower end of the 
tibia which is attached by ligament to the fibula. 
Secondly, we have those produced by a fall on the 
| foot in a position of considerable adduction or of 
activity. In these the inner malleolus with a por¬ 
tion of the tibia are broken off by a vertical frac¬ 
ture which usually traverses the tibia at the junction 
of the malleolus with the lower surface of the 
tibia. The malleolus with the portion of the 
shaft is displaced upwards upon the rest of the 
tibia. The fibula is broken transversely immedi¬ 
ately above the attachment to the lower end of the 
tibia. The fracture is of the nature of a scrunch 
and the fragments may be much comminuted. 
Fig. 1 represents such a fracture taken from before 
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backwards. This man, to avoid being crushed, 
jumped down into a ship’s hold. The inner mal¬ 
leolus, with a portion of the tibia, was displaced 
upwards, while the fibular fracture was much com¬ 
minuted. The tibial fragment was replaced in 
position and was retained by means of a steel 
plate fixed by two screws, a long one traversing 
the lower end of the tibia and a short one the 
inner malleolus. It did not appear necessary to ; 
do anything to the fracture of the fibula. Fig. 2 
shows the condition of the part after recovery. 

Now, in either of the above conditions if by any 
process of manipulation and fixation in splints I am 
able to retain the. fragments in apposition I am 



Fig. 1.—Represents an “adduction fracture” of the 
ankle taken from before backwards. It shows the 
character of the fracture of the fibula in this form of 
injury in a typical manner. It also illustrates very j 
well the fact that a radiogram taken in this plane does 
not show the very considerable backward and upward 
displacement of the tibial fragment which almost 
always exists and which was most marked in this 
particular case. The omission to take radiograms of 
fractures of the ankle in two planes crossing each 
other at right angles has, in my experience, fre¬ 
quently led to disastrous results. The skiagram is 
taken at an angle which does not show the really 
great displacement which existed. 

satisfied to deal with them in that manner. In a 
very alcoholic patient or in a fat woman I prefer to j 
deal with them in this way even if I cannot effect I 
anything approaching perfect apposition, for the 
reason that the lower end of the tibia and fibula in 
such people is very friable, the compact tissue 
being very thin. This produces a comminution or 
scrunching of the fragments, rendering accurate 
apposition by operation difficult or impossible be¬ 
cause of the loss of substance. The retention of , 


the fragments in position often cannot be effected, 
for whether screws, wires, plates, or staples are used 



Fig. 2. —Shows the condition of the parts after the 
patient had resumed his usual habits of life. The 
steel plate is seen lying on the inner aspect of the 
malleolus and shaft of the tibia, to both of which it is 
securely fixed by screws of suitable lengths. 

their hold upon the bone is insufficient to be of 
any service. 

In the ordinary subject, when I am able to 
satisfy myself that apposition cannot be effected by 



Fig. 3. —Represents an “adduction fracture” of the 
ankle in which the tibial fragment was secured by 
means of a single long screw. As in Fig. 2 the 
external malleolus is restored to its normal relation¬ 
ship to the astragalus, its fracture requiring no 
further operative treatment for its fixation. 

manipulation, I do not hesitate to advise operative 
interference. How cases in each of these two 
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groups must be treated by operation depends 
largely on the details of the injury. Roughly 



Fig. 4.—Represents an “ abduction fracture,” or Pott’s 
fracture, of the ankle in which the displaced fibular 
fragment had, after replacement in position, been I 
secured immovably by a plate and screws. | 

speaking, in an abduction or Pott’s fracture, since 
in these circumstances the fracture in the fibula is j 
almost always clean and the texture of the bone , 
firm, I prefer to expose it and to unite the frag- j 
ments in perfect apposition by silver wire per- 



Fig. 5 represents the result of a bad case of abduction 
fracture in which the inner malleolus and the fibula 
were broken with a large piece of the back and outer 
part of the lower end of the tibia. The dislocation 
and replacement of fragments were effected with great 
difficulty. A long steel plate with screws at either 
end, assisted by a stout silver wire, which encircled the 
seat of fracture and the plate, afforded a means of 
effecting securely the apposition of all the fragments. 

forating the fragments, by metal plates with screws, 
with screws alone, and very occasionally with 


staples. Very frequently I find a combination of 
these methods very useful; for instance, the frag¬ 
ments may be perforated and a wire introduced 
which will include in its grip a plate through which 
screws are driven into the malleolus and into the 
fibula above the fracture. In this way not only 
are the surfaces retained in apposition by means of 
the encircling wire, but a very stout steel splint is 
supplied which takes almost all the strain off the 
junction and absolutely prevents any buckling 
of the fragments on one another. On effecting 
accurate apposition of the fibular fragments it is 
usually found that in the fracture of the back of 
the tibia and in that of the internal malleolus, 


Fig. 6. Fig. 7. 



Fig. 6 represents the tracing of a radiogram of a fracture 
of the femur about the level of the lesser trochanter; 
and Fig. 7 shows a tracing after operation. These 
outlines w-ere substituted for the original radiograms 
as these were not sufficiently clear for reproduction. 
The plates and screws which retained the fragments 
in position are also depicted. 

should either or both exist, these fragments come 
into their normal position, but should the internal 
malleolus appear to be at all mobile I cut down on 
1 it and fasten it with wire, plate and screws, staple, 

[ or by a long screw perforating the inner malleolus 
and shaft obliquely in an outward and upward 
I direction. Fig. 3 shows the manner in which the 
j inner malleolus may sometimes be fixed with the 
| greatest advantage by means of a single screw, the 
1 fibular fragments coming into accurate apposition. 

| Fig. 4 represents a Pott’s fracture in which the 
I inner malleolus was not broken. The fibular frag- 
; ments were secured in perfect apposition by means 
| of a steel plate and screws. Fig. 5 is the result of 
j an operation for a very bad Pott’s fracture, accom- 
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panied by very considerable displacement of the 
foot and by a fracture of the internal malleolus and 
back of the tibia. The tibial fractures are not well 
shown in this illustration, the fragments having 
been replaced in accurate apposition. The fibular 
junction has been secured by a steel plate, two 
screws, and an encircling wire. 

The knee-joint, except for fracture of the patella, 
which calls for no special remarks, rarely sustains 
fracture of the ends of the femur or tibia. In 
separation of the epiphysis of the femur I have 
found it necessary to expose the seat of fracture in 
order to replace the fragments in position. As a 
rule there is little tendency to displacement, but if 
there is a couple of staples afford the most effec- 



Fig. 8 represents an ununited fracture of the radius and I 
ulna. ! 

tive means of securing the surfaces in apposition. J 
In vertical fractures into the joint I have found 
screws or wire efficient. • ! 

In fractures about the hip-joint, as in the shaft j 
of the femur, long steel plates with several screws 
perforating both layers of compact tissue and | 
placed at suitable angles have served best to retain 
the fragments in accurate apposition. Fig. 6 
represents a transverse fracture of the femur through ^ 
the upper part of the lesser trochanter. There 
was seme comminution of the upper fragment, a j 
triangular fragment of bone being driven into the j 
medulla. Every effort to replace the fragments by | 
manipulation failed because of the displacement ! 
outwards and upwards of the upper fragment. The 
fragments were exposed, the depressed piece of 


bone was levered into position, the broken surfaces 
were brought into accurate apposition and were 
retained securely in position by stout steel plates 
and screws. That the junction effected was secure 
was shown by the fact that though the man during 
the momentary absence of the nurse flung himself 
out of bed and subsequently developed delirium 
tremens, and though his splint had to be removed, 
nevertheless the fragments remained in accurate 
apposition, as is shown by Fig. 7, which was taken 
when the man left the hospital. 

In extension and abduction fractures of the 
wrist, commonly called Colles , fractures, if the 
fragments cannot be replaced by manipulation I 
make a vertical incision over the posterior and 



Fig. 9.—Shows the results of operation on Fig. 8, the 
replaced fragments having been secured by screws 
and plates. 


outer aspect of the seat of fracture, and introducing 
a steel elevator beneath the lower fragment, which 
may be formed by the epiphysis, lever it into 
position. This can only be done when the lower 
fragment is not comminuted. The hand is then 
fixed in a position of complete flexion and abduc¬ 
tion. It is but rarely necessary to introduce any 
metal, since once placed accurately in position the 
fragment does not tend to become displaced. 

Fractures of the olecranon are, I believe, most 
effectually dealt with by means of a long screw. 
Occasionally the screw may require removal after 
a long interval, because of the gradual exposure of 
its head. I have removed one eleven years after 
the operation for this reason. Fractures of the 
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coronoid process are sometimes very difficult to 
deal with. On the whole, I believe that excision 
of the fragment is generally the best treatment. 
Much depends, however, on the nature of the 
fracture and the displacement of the fragment. 

Fractures of the head of the radius are some¬ 
times the cause of some anxiety as to the best 
measures that should be adopted. Sometimes I 
have replaced the fragment, fastening it in position. 
The difficulty I experienced was that owing to the 
small size of the fragment and its friability I was 
unable to fix it sufficiently firmly to permit of 
rotatory movements being commenced at once, and 
while waiting for union adhesions were liable to 
form and limit movement. Again, in some cases 
I have removed the fragment and in others removed 
the stump of the head as well. In both very 
satisfactory results have ensued. If by manipula¬ 
tion the fragment can be restored to, or nearly to, 
its normal position passive movements undertaken 
at once form the best treatment. 

The fracture about the elbow-joint that more 
frequently calls for operative treatment is that 
commonly called separation of the lower epiphysis 
of the humerus. In a small proportion of cases I 
have found it impossible to replace the epiphysis 
in perfect position by manipulation, but I have 
done it by making a vertical incision over the 
posterior aspect of the fracture, and by introducing 
a steel point between the fragments I have sup¬ 
plemented the leverage action exerted upon the 
fracture by the radius and ulna and so managed to 
restore the bone to its original form and usefulness. 
I have ceased to use any retaining media in these 
circumstances, since there is no tendency to dis¬ 
placement if the elbow is kept fully flexed. If the 
fragment is displaced laterally as well as backwards 
the lateral displacement must be reduced before 
that in an antero-posterior plane. 

The last joint to which I will call attention is 
the shoulder. In fractures of the upper end of the 
humerus in which I have been unable by manipula¬ 
tion to restore the bone to its original form, and in 
which it was important that the functions of the 
joint should be perfect, I have exposed the fracture 
and replaced the fragments in position. In many 
cases, as in separation of the epiphysis and in trans¬ 
verse fracture of the surgical neck, once accurate 
apposition has been obtained there is no tendency 
to displacement, but if the fracture is oblique or if 


the bones are comminuted some retaining medium 
must be employed. Staples are very useful when it 
is necessary to perforate the trochanters because of 
their cancellous structure, but if the fragments offer 
a dense hold screws or screws and plates are very 
useful. The results of such operations are as good 
as possible. 

Now a few w r ords as to the best media for retain¬ 
ing fragments in accurate apposition. I find screws 
in two gauges most useful; up to three-quarters of 
an inch Gauge 5 is as good as any. As three- 
quarters of an inch is a very useful size I use it in 
Gauge 7 also, which is the gauge of all the screws 
over that length. Having only two gauges three 
diamond drills only are required, one for the thread 
of the screw of Gauge 5, one for the barrel of 
Gauge 5 and for the thread of Gauge 7, and one for 
the barrel of Gauge 7. Stout metal plates can be 
usefully combined with the screws. They are 
made in various lengths with two, three, or more 
holes. Some of the plates are of steel, while others 
which are of hard German silver can be best 
employed to fit the curves of bones. Those used 
for fractures of small bones like the radius, ulna, 
clavicle, and fibula are drilled to the 5 Gauge, 
which allows the passage of a screw that will 
perforate both compact layers—a matter of vital 
importance, since a screw obviously cannot get a 
secure hold on a single compact layer. To illus¬ 
trate this I have chosen Fig. 8, which represents 
an ununited fracture of nearly three months* 
standing rather than a recent fracture, since the 
difficulties to be encountered are much greater in 
the former than in the latter. The injury was 
sustained on February 22nd, 1906, and came 
under the care of a surgeon who has devoted much 
attention to the mode of production of fractures. 
I mention this fact to show that the patient 
had the advantage of the best treatment possible 
at the time of the injury. Manipulation was 
affected under an anaesthetic and plaster-of-Paris 
was employed for fixation. A useful arm was 
promised in about six weeks. On May 17th we 
exposed the fragments, removed their ends, and 
affected accurate apposition by screws and plates. 
The patient has now a perfectly useful arm. Fig. 
9 represents the fragments united by means of the 
plates and screws. 

Virgin silver appears to afford one of the best 
wire media should such be required. Staples with 
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prominent or rounded angles are often very efficient 
in conditions suitable to their use, as in the case of 
the upper end of the humerus and the lower end of 
the femur. I know no condition in which pegs 
can be of any use mechanically. 

Mr. Robert Jones (Liverpool): Mr. President 
and gentlemen,—I have to thank you very much 
for the opportunity you have afforded me of hearing 
this most interesting discussion, and also I must say, 
if you will allow me, how pleased I was to hear the 
very practical paper of Mr Watson Cheyne. The | 
subject is such a tremendous one that one feels a 
good deal of hesitation as to how best to approach it 
in the short space of time which one necessarily has 
to speak in. Perhaps it will be a good plan to give i 
you the method I adopt in treating forms of fracture 
not so easy to wire, such as fractures, say, of the 
elbow-joint in children. From a practical and clini¬ 
cal point this is important, for after all, the opera¬ 
tions of wiring can only be done by a very select 
few, whereas fractures are universal, and we must, 
if possible, I think, try to simplify methods, so that 
those practitioners who have to encounter these 
troubles away from towns, and without having 
sufficient practice to enable them to take charge of 
an operation, must at any rate get the best results 
they can. I may say that it has been my practice 
to take X-ray photographs of cases ever since a few 
weeks after Rontgen’s discovery, and I have always 
examined the cases in the way recommended by 
Mr. Watson Cheyne. But there is one point which 
I wish to refer to in these days when X rays are 
supposed to mean everything, and that is that one 
should not train students, as Mr. Owen has already 
hinted, so that they rely, not upon their tactile sense, 
but simply send the case off to have an X-ray 
photograph taken of it. If that is done, whether 
there is a good photograph of the case to study or 
not, these men will not be successful in treating 
fractures. The X ray should be an educative means 
of perfecting our diagnosis. In the case of children 
one has always noticed—and, indeed, of adults too 
—that there is one form of ultimate deformity in 
these bad smashes of the elbow, and that is when 
the arm is held out at an angle of 120°. Common 
sense will tell us that if it is possible at all tp 
prevent this particular deformity it should be done. 
Whatever fracture may have occurred in the elbow, 
when in doubt the thumb should be placed well 


! into the flexure of the elbow, the arm supinated, 
| and with a good deal of pressure in the flexure it 
| should be placed in a position of acute flexion, 
j with the fingers resting on the shoulder. That 
is the advice I always give ^ny house-surgeons, 
j One knows from experience that one of the worst 
positions is the ordinary rectangular position, and 
if you have a separation of the condyles you get 
nearly all the callus exudation in front, which 
prevents the flexion of the elbow. With the object 
of avoiding that, make sure of your right of way by 
getting acute flexion before callus appears. If you 
get the arm in that position of acute flexion nothing 
very wrong can happen as an after-result. If there 
is a dislocation backwards of both bones, you 
cannot get the arm into the acutely-flexed position 
until you have reduced it, and the practitioner 
will know at once that he is sure to reduce his dis¬ 
location by supination, traction, and flexion. In 
almost every variety of injury to the elbow, if we 
exclude fractures of the olecranon, this position is 
the best one to save us from anxiety in the future. 
If any proof were needed of the usefulness of that 
position it can be tested by any of you who have a 
bad deformity of elbow five or six weeks old, with 
little or no movement here, and no prospect of 
better result. You cannot immediately put such 
an elbow into acute flexion, but you can put the 
patient under a general anaesthetic and slowly flex 
until you find bone against bone. Then repeat 
the process next day and you will find that it can 
be got further; again repeat it in a few days, and 
when you have brought about a sham reduction, 
you can in a large percentage of cases get a good, 
useful range of movement in an elbow which has 
been for a certain number of months in bad 
apposition. And all this is of great interest from 
the practical point of view, because we have all to 
deal with such cases. There is another point in 
relation to these fractures which I should like to 
draw attention to: there are one or two little 
fractures in the elbow which are often overlooked, 
not in children so much as in adults. People often 
fall on the palm of their hands. Some get Colies’ 
fracture, some injury to the shoulder, and others 
with pain in the radius. I have a number of 
photographs of bones after a fall, in which the 
result of the injury has been to chip a little bit of 
bone away from the head of the radius. It is well 
to look out for that because very often you can 
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feel a crepitus. People often speak, in dealing 
with these fractures of the elbow, of T-shaped 
fractures of the elbow. But a T-shaped fracture of 
the elbow in a child hardly ever occurs. It is the 
rarest form of fracture, and I have only met with 
one case out of hundreds of radiographs. What 
usually happens is this : If an adult, an old man 
perhaps, falls on his elbow, he breaks his olecranon. 
If a child falls on his elbow, the olecranon being 
soft does not break, but knocks a condyle off. I 
think half one’s successes in the treatment of frac¬ 
tures, especially in the matter of law-suits, is to form 
early an estimate of future results and tell the 
patient what will happen. And if you say to the 
anxious mother, “ Which do you prefer, a useful, 
though ugly to look at, with a good range of move¬ 
ment, or a good-looking elbow With very limited 
movement ?” she will in most cases say, “ I do not 
mind the appearance; I much prefer that she should 
have a good, useful elbow even if it looks ugly.” 
That is important, because there is widening of the 
elbow as a result in some cases. There is one more 
point. If one is giving advice to the mother, tell 
her that flexion is secure for the future, but the arm 
will fail for some months in complete extension. 
Be content if you have good movement to and fro 
and about the mouth. Mr. Owen’s remark about 
time being our friend is absolutely true, and that 
has come to my service in innumerable instances. 
Cases which are slow to recover and cause discon¬ 
tent, such as fracture of the coracoid, one sees 
these very cases six, twelve, and even eighteen 
months afterwards and the patients have recovered 
beyond recognition. There are one or two points 
I should like to mention about the ankle. That is 
an interesting joint, as Mr. Arbuthnot Lane says. 
I have many photographs showing that when a 
patient falls from a height a common fracture is for 
a triangular piece of bone to be knocked off the 
tibia. The tibia travels a little bit in front and you 
do not notice it at once, because you cannot feel 
anything. There is no crepitus there. There is 
fulness in front of the joint, and if you try to acutely 
flex the foot you are unable to do so. That is due 
to forward displacement of a triangular piece of 
bone in front of the tibia, and unless it is reduced 
at once, and unless you keep the foot for a period 
in a position of acute flexion, you will have a good 
deal of bother with it later, because no amount of 
massage or movement will be of any use. Another 


point is this : if that fracture does not occur you get 
a Pott’s fracture. Whatever may be said of treat¬ 
ment, one thing is essential when dealing with 
Pott’s fracture: do not let the swelling go down. 
Reduce the astragalus, see that the foot is well 
everted, and when the patient begins to walk see 
that by suitable mechanism the body-weight is put 
on the outer side of the tarsus. Another fracture 
which gives much trouble and sometimes requires 
operation—and I have seen many instances of that 
—is a fracture of the astragalus. This is an accident 
which is looked upon as rare, but I regard it as a 
common fracture; it is a fracture where often one 
part gets displaced in front of the ankle and one 
behind, and if that is recognised by manipulation 
and by skiagraph, it is not wise to waste time but 
to cut down and remove the piece. Of course, 
we all recognise that operation is needed in the 
exceptional case, but with an intelligent appre¬ 
ciation of the reduction and after-treatment the 
occasions will be rare. 


| Mr. Clayton-Greene : I am not in a position 
to follow those who have spoken, but I have 
listened with the very greatest interest to the 
valuable paper of Mr. Watson Cheyne, and to the 
remarks which have been made by various gentle¬ 
men this evening. And while listening to those 
remarks certain little details have occurred to me— 
that is to say, details connected with difficulties 
which I have myself experienced. The first point 
on which I should be glad if Mr. Cheyne would 
give me some advice when he replies is, how to 
treat those cases of separation of the lower epi¬ 
physis of the humerus when the displacement is so 
great that the arm cannot be flexed even to a 
right angle ? I have seen a number of such cases, 
and while I appreciate what Mr. Jones has said, 
that the best position is that of acute flexion, I 
have found it utterly impossible to get the arm 
into that position without the greatest risk of 
producing gangrene. There is another kind of 
fracture which 1 am also interested in, and that is 
fracture of the upper end of the humerus, fracture 
of the surgical neck of the humerus with dis¬ 
location, when the upper fragment is displaced 
beneath the coracoid. In our text-books we are 
told there are two alternatives in the treatment: 
one of them is that the fracture should be allowed 
to unite in the position .which it assumes at the 
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time, and that subsequently an attempt should be 
made to reduce the dislocation. The other is that 
an open operation should be at once done. And 
I am interested to know, in the light of what has 
been said to-night, whether it is ever justifiable, if 
it is possible in any way to perform an operation, 
to allow a fracture to unite in a dislocated position, 
and then to attempt to reduce the dislocation. I 
think, sir, that in connection with fractures, if I 
may have the temerity to say so, we make a great 
mistake in our hospital teaching. In the hospital 
out-patients, and in the wards, a good deal of 
attention is directed to tumours of the scrotum, 
and of the abdomen, and such-like conditions ; 
but, so far as I can see, very little is done to 
instruct students in the actual manipulations that 
are necessary in the after-treatment of fracture. I 
have experienced the greatest difficulty in knowing 
how to apply those manipulations, and I have had 
to learn by experience in many cases what is the 
proper line of treatment. We have no definite 
form of instruction at the present time as to how 
the reduction shall be carried out or in what 
direction movements ought to be made, nor yet 
what the range of those movements should be. 
The result is that when the house-surgeon under¬ 
takes manipulations after reduction of a dislocation 
or fracture he may be too gentle or he may be too 
energetic, and both may be attended with bad 
results. We want in hospitals that there shall be 
more attention devoted to fractures when they 
come up, from a teaching point of view ; I do not 
think they should be buried so much in the 
casualty department of the hospital as they are. 
What we specially want is some instruction by 
those who have had great experience in the matter 
of manipulative movements. 

Mr. T. Crisp English (Honorary Secretary): I 
think there is one great lesson which we have 
learnt concerning the treatment of fractures, and 
that is that in a very large number of cases medical 
men will have to treat fractures without the aid of 
skiagrams. And, of course,jt must be remembered 
that in the great majority of cases, taking them 
throughout the country, the question of operation 
does not occur. So that the obvious point arising 
from the discussion is that students should be 
instructed as far as possible in how to get a good 
result in a case of fracture simply by their manipu¬ 


lative movements, without the help of skiagrams, 

I and, of course, without operation. There is one 
I point in which I am rather interested, and that is 
concerning stereoscopic skiagrams, and I would 
| ask Mr. Watson Cheyne whether it is easy to have 
1 stereoscopic skiagrams taken in the case of a 
patient who is, say, in a bed in a private house. 
| That, of course, is a practical point. And there is 
another point which is equally practical, namely, 
that of expense, and this applies in a large number 
of cases. I shall be glad to know whether Mr. 
' Watson Cheyne can tell us anything about that 
j point. 


Mr. Watson Cheyne, in reply, said : I do not 
I know that I have very much to reply to, as there 
! do not seem to have been many differences of 
opinion revealed in the discussion, which has been 
extremely interesting, and much more valuable 
than the paper. I intentionally abstained from 
entering into a discussion of specific fractures in 
| my paper; if I had done so it would have made it 
j far too long; I only went into general principles— 
j those principles upon which I should act myself. 

! I am very interested to hear, especially from Mr. 
Arbuthnot. Lane and Mr. Robert Jones, details 
about specific cases. But I think that, practically, 
Mr. Jones' remarks come to this, that where he can 
get a good result without operation, of course he 
! will do so. I am not suggesting at all that you 
should operate if you can get it right without. 

; What he says about the elbow is, of course, indis¬ 
putable. As a matter of fact, I have operated 
upon many elbows, and I always put them up in the 
acutely flexed position, even after operation, so as 
to avoid displacement and other troubles after- 
| wards. Amongst the questions which I have been 
1 asked, the last one should really have been 
addressed to Mr. Reid himself. As to the expense 
| of the stereoscopic photograph, I do not know Mr. 

Reid’s fees, and I have never inquired about them. 

I But he charges far too little, I am sure; very often 
he does not charge enough to pay for the expense. 

| The expense of these stereoscopic photographs 
i must be considerable. Half-plates have to be used, 
j and they cost money, so that apart from the re¬ 
muneration of the X-rayist, the out-of-pocket 
j expenses in connection with the work are con¬ 
siderable. At the same time I think it can be 
! reasonably done where the patient has a little 
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money. As to whether these photographs can be 
taken in private houses, Mr. Reid has taken many 
for me under those circumstances. He does not 
like having to do it, partly on account of the 
trouble, but mainly because he cannot get such 
powerful illumination as at his own house. He 
has produced some nice stereoscopic pictures for 
me at private houses. And then we come back to 
Mr. Owen’s first question—what is he to do if he 
has a doubtful case in which he does not know 
whether there is a fracture or not? Of course, 
Mr. Owen is all right. All he has to do is to send 
the patient round to Mr. Reid to see if there is a 
fracture. That is what I do without hesitation. 
I do not profess to give a definite opinion if the 
case is doubtful, and I say we will go round and have 
an X-ray photograph taken. If the patient is poor I 
say we will go to the hospital and Mr. Reid will 
take a photograph of it. I certainly would not 
start manipulating it to find out whether there was 
a fracture when there is available a more gentle 
method of finding out, namely, by taking a stereo¬ 
scopic photograph. I fully realise that what we are 
laying down here is difficult to carry out in private 
practice in the country. That stands to reason ; 
you can only do the best possible with the materials 
at hand and in the circumstances. I am only 
speaking of the best thing to be done if you can 
do it. And certainly, if you are in doubt, and you 
can get an X-ray photograph, it is the simplest and 
the proper way to settle the matter. You would 
not be justified in putting a patient under an 
anesthetic and pulling the bones about and 
increasing the swelling so as to find out if it is 
broken if the patient can afford ah X-ray photo¬ 
graph. If he cannot, or if the X rays are not 
available, you must make the best of it you can, 
using whatever experience you may have previously 
gained to guide you. But, of course, I fully realise 
the excessive importance of laying down laws as to 
what is best to be done, and that applies to all 
surgery. Every teacher teaches what is ideally the 
best thing to be done; he does not teach what a 
second-rate method of treatment should be, though 
he is willing to accept such second-rate treat¬ 
ment where the best is impossible. Therefore, 
if one opens a discussion on the treatment of 
fractures, one lays down what is the best thing to 
be aimed at. The question which has been 
raised about the training of students is a very diffi¬ 
cult matter, and I quite realise the importance 


i of it. When students are asked about fractures 
they are always asking to see a skiagram. It is the 
I same if you ask them about tumours of the abdo- 
I men, they want to open the abdomen ; they do not 
want to be bothered with discussing what a lump 
; is, they want to see it. There is far too much ex- 
I position and far too little logical thought at the 
i present time, and that sort of thing is growing. 

I And we are treating so many cases at the hospital 
that we have not time to investigate every possible 
! thing. And that is a shocking training for students. 
I have often thought over the point, but I do not 
see how students are to obtain adequate instruction 
about fractures. Fractures seldom come in at the 
time when the surgeon is there; they seem to come 
in after dinner. People break legs and arms after 
they have dined, and even if the surgeon happened 
to be there at that time there would be no students 
to instruct. And while you might allow one student 
| to set a fracture under an anaesthetic you could 
I not allow a class to do it. And I am afraid that is 
1 a very great difficulty. How* it affects the surgeon 
| is that you suddenly make a man your house- 
surgeon, and leave him free to treat all your 
fractures. It is a very serious matter, and it is one 
which I think should be discussed. I do not see 
how it can be overcome myself. I tell a man to 
put up a fracture but not to meddle with it. and 
have a stereoscopic photograph taken, and I will 
| look at it when I come to the hospital ; you will 
I then see what is to be done, whether it is to be 
; taken down or not. But the question of the teaching 
1 of students in this matter is a most perplexing one. 
Another question I was asked was, what was to be 
done in fracture of the elbow-joint where there was 
so much swelling that you cannot flex the elbow ? 
The natural inference from what I said in the paper 
is, that there is too much swelling for reduction to be 
carried out and you must operate upon it: you 
must let out the effusion if you have so much, that 
is to say, if it is not likely to go down in a few days. 
I confess that, in spite of what Mr. Robert Jones 
has said, we do not operate enough for fractures. 
I think we should get better results, on the whole, 
if we did operate. Mr. Owen put a conundrum to 
| me about a man, aet. 70 years, with a fracture of 
the neck of the humerus. Where there is fracture 
of the neck of the humerus, and where you know 
you are going to have a bad functional result, 
leaving out the question of the man’s age, you have 
to consider operation. As to whether he is 70 or 
not, depends on the sort of man he is at 70. I 
believe that at 70 years of age Mr. Owen, for 
instance, would be such a vigorous man that I 
should have no hesitation in operating upon him. 
On the other hand, I believe when lam 70 it will 
j be a totally different matter. 

I In conclusion, I thank you heartily for your kind- 
| ness and for the way in which you have listened to 
I me. 
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NOTE ON TWO CASES OF OYARIAN 
TUMOUR COMPLICATING LABOUR. 

By ARTHUR H. N. LEWERS, M.D., F.R.C.P., 
Obstetric Physician to the London Hospital. 


Case i.—A married woman, set. 30 years, was 
admitted under my care into the London Hos¬ 
pital, in labour, at 3 p.m., on May 26th, 1906, at 
the request of Dr. MacFarlane, of Stoke Newington. 

She had been married one year. She had had 
one child ten years previously. Menstruation had 
always been regular, and her last period ended on 
August 16th, 1905. She had always been perfectly 
healthy, and had no suspicion that there was any¬ 
thing wrong. 

Labour began on May 24th, in the morning, two 
days before her admission. The pains were weak, 
and on the 26th a pelvic tumour was found ob¬ 
structing the descent of the child’s head. 

On admission, the uterus was found to be soft, 
and the parts of the child were easily felt. It lay 
in the right occipito-anterior position, and the head 
was well above the brim. On vaginal examination 
a large elastic swelling was felt filling the pelvis 
and pushing the posterior vaginal wall downwards 
and forwards. The cervix could only be reached 
with great difficulty. It lay high up behind the 
symphysis. The os admitted one finger, and the 
membranes were unruptured. 

I saw the patient at 9.20 p.m.; at that time the 
external genitals were oedematous, but otherwise 
the condition was as already described. It seemed 
to me that the best thing to do was to perform 
laparotomy, and then, either to do an ovariotomy 
and leave the case to be delivered by the natural 
powers, or, if that proved impossible, to do Caesarean 
section, and remove the tumour after the uterus 
had been emptied. 

On opening the abdomen the pregnant uterus 
immediately came into view. It was found that 
by drawing the uterus strongly over to the right 
side a small portion of the upper part of the ovarian 
tumour came into view, lying rather deeply. The 
portion of the tumour thus exposed was about as 
big as a hen’s egg. The tumour was tapped, and 
46 oz. of fluid drawn off. It was then found that 
the empty tumour could be pulled up out of the 
pelvis, and out of the abdominal wound. The 


pedicle was thick and very vascular ; it was tied in 
two halves in the usual manner, and the tumour 
cut away. As a precaution, I tied the pedicle a 
second time, about half an inch nearer the uterus. 
The abdominal wound was then closed, and the 
patient sent back to bed. 

The patient slept almost continuously till 4.45 
a.m. on the 27th. Good labour pains then came 
on, and she was delivered naturally of a healthy 
full-term child at 5.15 a.m. The child weighed 
7i lbs. 

The patient made a good recovery; the wound 
united by first intention and the sutures were 
removed on the tenth day. 

On June 15th, the twentieth day after the opera¬ 
tion, the patient had a rigor at 7 a.m., and the 
temperature rose to 102*5° F. Another rigor oc¬ 
curred at 1 p.m., the temperature rising to 104*2° F.; 
and she had another rigor at 8 p.m., when the 
temperature reached 105*4° F. 

From June 15th to June 19th the temperature 
remained above normal; and, except on the morn¬ 
ing of the 16th, when it dropped to 99° F., it was 
always above 100° F., reaching io 4°F. on the 
evening of the 18th. On June 19th the tempera¬ 
ture fell suddenly to normal, and remained so till 
June 28th, the day she was discharged from the 
hospital. 

During the period of pyrexia—five days—she 
did not feel ill, and only complained of a headache. 
Repeated examination failed to find any physical 
signs to explain the occurrence of the rigors and 
high temperature. 

Remarks .—I think the occurrence of the rigors 
and temperature is to be attributed to some dis¬ 
turbance at or about the time that would have cor¬ 
responded to a menstrual period. I have seen some 
three or four cases of a similar kind, where a high 
temperature, lasting three to five days, has occurred 
three weeks or a month after an ovariotomy, the 
patient’s progress having been previously unevent¬ 
ful, and continuing so after the febrile disturbance, 
lasting for the time mentioned, had subsided. 

As regards the treatment adopted for the ovarian 
tumour at the time of labour, it has to be remem¬ 
bered that all the conditions were favourable for 
performing an abdominal section. The patient’s 
general state at the time was good, and she was in 
hospital where, of course, everything required for 
operating in an emergency is always at hand. 
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Under such circumstances I feel sure that ovario¬ 
tomy, followed by leaving the delivery to Nature, 
is the best course if it is practicable. Fortunately 
in this case it was possible to get at the top of the 
tumour; and, further, the cyst proved to be prac¬ 
tically unilocular, so that after tapping, the cyst 
could be easily drawn up from the pelvis and re¬ 
moved. Had it been impossible to do this I 
should have performed Caesarean section, and 
then, when the uterus was empty, have removed 
the tumour. It seems impossible to decide till 
the abdomen is open which course will have to be 
adopted. 

If such a case is met with in circumstances 
where it is impossible to do an abdominal section 
with the scrupulous care that is essential to success, 
it may perhaps be permissible, especially if it seems 
probable that the tumour is unilocular and the 
fluid thin, to tap the cyst through the posterior 
vaginal wall. tAt the same time, however, it has to 
be borne in mind that, in a considerable proportion 
of cases where an ovarian tumour obstructs labour, 
the tumour is a dermoid. The irritating effect of 
the contents of such tumours on the peritoneum is 
generally recognised, and tapping a dermoid tumour 
through the vagina may easily be followed by 
serious consequences. Ovariotomy is, therefore, 
whenever practicable, very much to be preferred. 

Case 2.—A married woman, set. 27 years, was 
sent up by her doctor to see me at the London 
Hospital in October, 1906, in order to see if the 
pelvis was contracted. She gave the following 
history : She had been married twelve months, and 
had had one child eight months after marriage. 
The labour was prolonged and difficult, and had 
been terminated by cephalotripsy. She had 
suffered from “ severe colic ” in the lower abdomen 
during the lying-in period. 

On examination a firm, rounded, fixed tumour 
was felt, occupying the pelvic cavity, lying rather to 
the right of the middle line. It was fixed, and 
semi-fluctuating in consistence. The uterus could 
not be distinctly recognised; it was almost fixed. 
The sound showed that the uterine cavity was not 
enlarged. There was no contraction of the bony 
pelvis, and it was evident that the difficulty in the 
labour had been due to the presence of the tumour 
mentioned. The patient was admitted into the 
hospital under my care, and laparotomy was per¬ 


formed on October 23rd, 1906. The tumour was 
found to be a dermoid cyst of the right ovary, 
universally adherent in the pelvis, and it was only 
separated with considerable difficulty. The tumour 
was removed entire. The left ovary had also under¬ 
gone cystic change, forming a small multilocular 
cyst the size of a duck’s egg. It was firmly 
adherent to the adjacent structures, and was re¬ 
moved at the same time. The patient made a 
good recovery from the operation, and went home 
about a month later. It seemed most probable 
that the dense adhesions found at the operation 
were due to a pelvic peritonitis, set up by the 
bruising the tumours had necessarily undergone 
during labour. 

Description of the specimen removed from the 
right side .—For the following detailed description I 
am indebted to Dr. R. D. Maxwell, Obstetric 
Tutor at the London Hospital. 

The cyst, unopened, was immersed in formalin for 
twenty-four hours, then frozen for three hours in 
ice and salt, and cut through in the coronal plane 
together with the Fallopian tube that ran over it. 
The specimen consists of (a) one large multilocular 
dermoid cyst, (h) a smaller broad ligament cyst the 
size of a walhut, (c) the Fallopian tube in longitu¬ 
dinal section stretched above the cyst (h). 

(a) The large dermoid cyst is roughly oval in 
shape. Its longest diameter is 3^ in. transversely, 
its vertical diameter is 2 * in., its breadth antero- 
posteriorly is 3 in. Sawn through in the frozen 
state the large internal loculus with thick fleshy 
wall contained a bright yellow fluid, which resisted 
freezing. This was discovered subsequently to be 
due to the fact that the fluid had a high degree 
of concentration of salts. On the outer side of 
this loculus can be seen several well-formed teeth. 
The main cavity of the dermoid cyst contained a 
soft pultaceous matter containing hair. Hairs can 
still be seen springing from the internal wall. 

(р) The broad ligament cyst, occupying meso¬ 
salpinx between the large cyst and the tube. It 
contained a semi-clear fluid coagulated by formalin. 

(с) The Fallopian tube. The lumen is patent 
throughout. 

May 27 th, 1907. 
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ON VOLVULUS OF THE ENTIRE SHALL 
I INTESTINE, CA2CUM, AND ASCENDING 
| COLON; OPERATION AND RECOVERY. 

! WITH AN ANALYSIS OF NINE OTHER 
CASES OF COMPLETE VOLVULUS. 

I 

| By JONATHAN HUTCHINSON, Jun., F.R.C.S., 

| Surgeon to the London Hospital. 


The cases of this form of volvulus, though few 
in number, are of special interest. They represent 
the greatest amount of twisting of the intestine 
that can occur, and the condition is only rendered 
possible by an extremely loose attachment of the 
commencement of the large intestine to the pos¬ 
terior abdominal wall. This condition of floating 
caecum and ascending colon is certainly congenital, 
and it is noteworthy that most of the cases of 
| complete volvulus have occurred in young sub- 
1 jects, eight out of ten of the patients being under 
twenty-five years of age. The floating condition 
1 of caecum and ascending colon cannot, however, 
be said to cause the volvulus, although the former 
must exist to allow of the occurrence of the latter, 
just as torsion of the spermatic cord can only occur 
in patients who have a free mesorchium. It is 
well known that the great majority of cases of 
torsion of the cord and testis are seen in young 
lads, but now and then it is met with in adults. 
So, whilst three of the recorded cases of complete 
intestinal volvulus were in infants under four weeks 
old, a fact which points strongly to the favouring 
influence of the congenital looseness of caecum and 
colon, one patient was fifty-five years of age, and 
another no less than seventy-two. This last patient 
and my own, a young man aged twenty-two, were 
the only ones who recovered out of the ten cases 
hitherto recorded. 

It will be understood that by the term “complete 
volvulus ” is meant an axial rotation of all the intes¬ 
tine that can possibly become twisted, i. e. from 
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the duodenum to the ascending colon; this rota¬ 
tion amounts usually to 360 degrees, from right to 
left. By this rotation the caecum is carried behind 
the mesentery into the left side of the abdomen, 
where it may be found in the iliac fossa, or, as in 
my case and several others, as high as the spleen. 
This remarkable position of the caecum may be 
accompanied by an extraordinary amount of dis¬ 
tension, the twisted coils of small intestine becoming 
full of fluid which can pass on into the caecum, 
whilst their weight drags them into the pelvis and 
causes their stretched mesentery to act as a tight 
band which crosses the displaced colon, pre¬ 
venting the contents of the caecum from passing 
any further. 

With regard to this complete volvulus it is the 
displacement and distension of the caecum that 
deserves special mention, distinguishing it from 
all other forms of volvulus, and rendering both 
diagnosis and treatment at the time of the opera¬ 
tion of special difficulty. 

Case i.— A lad, aet. 22 years, was sent to me at 
the London Hospital by Dr. Spencer Wicks in 
September, 1901, on account of a large cyst at the 
back of the abdomen (developing in the lesser sac 
of the peritoneum). On the very day that I had 
arranged to operate on this cyst it ruptured spon¬ 
taneously, and laparotomy was deferred. Next 
day symptoms of intestinal obstruction commenced, 
and rapidly developed; there was frequent vomit¬ 
ing and increasing abdominal distension. This 
distension was most marked in the left hypochon- 
drium, where there was a large resonant mass 
which proved to be distended caecum. Enemata 
had no result on the obstruction. A median 
laparotomy was performed. On opening the abdo¬ 
men a quantity of yellowish fluid was let out, and 
a remarkable condition of the intestines was re¬ 
vealed. The small intestine was congested and 
greatly distended, the caecum (enlarged to at least 
eight or nine inches in diameter) was found in the 
left hypochondriac region, having thus crossed the 
abdomen from below upwards and to the left. In 
so doing it had passed under the mesentery of the 
small intestine, by which the colon was constricted 
as though by a band. Distended and inflamed 
coils were drawn up from the pelvis, and between 
the bladder and rectum was a quantity of soft, 
yellow, fatty material like custard; several ounces 
of this were removed. It seemed at first impos¬ 


sible to bring the caecum back to its normal posi¬ 
tion, and it was so distended as to threaten rupture. 
A fair sized trocar and cannula were inserted into 
the caecum and a large quantity of fluid and gas let 
out. After this had been evacuated the aperture 
was sewn up with fine silk, and the small intestine 
being drawn outside the abdomen the mesentery 
and intestines were untwisted through a complete 
circle, and the caecum brought back to its place. 

One difficulty and danger still remained, the 
very distended condition of the small intestines. 
The only prospect of relieving this appeared to be 
the formation of an artificial anus, which was 
accordingly made in the ileum, near the ileo- 
caecal valve, by means of Paul’s tube. Through 
the opening a large quantity of fluid stuff was let 
out. The abdominal wound was then sewn up, 
with the exception of the artificial anus in the 
middle line. It should be mentioned that the 
peritoneal cavity was cleansed with sponges as far 
as possible, but it was not advisable to prolong 
the operation by searching for the remains of the 
ruptured cyst. It was quite certain that without 
evacuating the caecum and drawing the intestine 
outside the abdomen the obstruction could not 
have been relieved. 

The after-progress of the case was tedious, but 
may be compressed into a few words. The Paul’s 
tube came away on the fifth day, but the aperture 
would not close spontaneously. On October 23rd, 
and on November 20th, operations were performed 
to close the opening by means of double rows of 
fine silk sutures, the loop of intestine being freed 
from the wound. The second operation was done 
under eucaine. Neither was successful. The ab¬ 
dominal skin became very sore from the irritation 
of the discharge. Early in January a third and 
more radical operation was performed ; the coil 
was completely freed, sutured, and dropped back 
into the abdominal cavity. 

This was successful. The three operations un¬ 
doubtedly caused some diminution in the calibre 
of the intestine, but not, I hope, sufficient to lead 
to trouble in the future. An end to end resection 
was contemplated, but not performed on account 
of its risk. 

Several months after the patient had recovered 
from his intestinal trouble he returned on account 
of the original cyst having refilled. A second 
laparotomy was performed above the umbilicus, 
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and I found the cyst to be a large one, developed 
in the lesser sac of the peritoneum. It pushed 
tfle stomach upwards, the transverse colon down¬ 
wards. The cyst was freely drained and washed 
out : in the course of a few weeks it became ob¬ 
literated. During the last three years I have seen 
the patient on several occasions, and he continues 
to enjoy excellent health. 

This case was operated on in 1901, and it ap¬ 
pears that the only other successful one that has 
been recorded was operated on by Brentano three 
years later—in 1904. The following account is 
condensed from an article by Dr. W. Danielsen,* 
of Marburg. 

Case 2A —A decrepit old woman, aet. 72 years, 
had suffered from vague abdominal pains, with 
occasional constipation, for about a year. At the 
end of this time acute obstruction came on. She 
had a double hernia, which was, however, re¬ 
ducible, and could not have anything to do with 
the obstruction. Beyond the existence of the 
latter, with some ascites, no diagnosis could be 
made, and at the operation the greatest difficulty 
was found in making out the condition. The fluid 
in the peritoneal cavity was blood-stained, the 
coils of small intestine appeared to be all twisted 
on their mesenteric axis, and there were many 
abnormal bands present between the coils. In the 
centre of the intestinal mass was a hard lump, 
which proved to be a swollen mesenteric gland, 
with caseous degeneration. Reduction or un¬ 
twisting of the volvulus was exceedingly difficult, 
and was only partially effected after division of the 
bands. It was then found that the caecum and 
vermiform appendix had taken part in the twisting, 
and both lay in the left hypochondrium close to 
the spleen. When the whole mass was lifted out 
of the abdomen the volvulus could at last be un¬ 
ravelled, the caecum being brought over to the 
right side again from under the mesentery. The 
coils soon recovered their normal colour, and it 
was not thought necessary to empty them by punc¬ 
ture. The abdominal wound was sutured without 
drainage, and the patient made an excellent re¬ 
covery. This case was operated on by Brentano, ] 
and will be referred to under his name. 


These two cases, Brentano’s and my own, seem 
to be the only ones in which recovery has followed 
operation. It is obvious that the chief reason for 
this fact, apart from the considerable mortality 
attending any kind of volvulus, is the difficulty the 
surgeon has in recognising the condition even when 
the abdomen is opened. 

One important lesson from the two cases is, that 
| unless the whole mass of distended coils is brought 
I outside the abdomen it is impossible to recognise 
I the twisting on which the obstruction depends and 
! to reduce it. It should be noted that in Brentano’s 
I case neither caecum nor small intestine were punc¬ 
tured, whilst in my case I thought it impossible to 
^ effect reduction without this procedure, 
i In the following three cases of complete volvulus 
j an operation was performed, but in only one of 
them was the true condition determined before 
! post-mortem examination. 

' Case 3.—(Professor Kiittner, of Marburg, case 
j narrated by Danielsen, loc. cit.). A woman, aet. 55 
years, had suffered from symptoms suggesting gall- 
| stones, and some concretions had been passed 
which were found to be intestinal, and not biliary. 
She was seized with a sudden attack of intestinal 
! obstruction, which was at first mistaken for biliary 
1 colic. She had constant vomiting, and the abdo- 
| men was much distended, especially in the left 
, lower quadrant, where a distended coil the size of 
! a man s fist was especially noticed ; this coil proved 
| at the operation to be the caecum. Obvious peri- 
| stalsis was present, and indican was freely present 
in the urine. After a fruitless trial of enemata for 
| a few hours abdominal section was performed. 

| Many distended and cyanotic coils of small in¬ 
testine were found surrounding and overlapping a 
1 huge purple caecum. Attempts at unravelling only 
made the obstruction greater, until the whole was 
brought out of the abdomen in warm towels. It 
was then found that the small intestine, which was 
provided with an exceedingly long mesentery, had 
undergone torsion through 360° from the duodenum 
downwards, and that the caecum, also provided with 
a very long mesentery, had been twisted through 
over 180 0 . 

After division of certain mesenteric bands, it was 


# Danielsen, 1 Beitnige zur Klinischen Chirurgie,’ 
January, 1906, pp. 100-117. 
t Mohring, * Deutsch. med. Wochenschr.,’ 1905, No. 7. 


ultimately possible to reduce the volvulus. The 
intestine was not punctured, the abdominal wound 


being completely sewn up. The patient did badly, 
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there being signs of pneumonia and peritonitis 
within a few days of operation. 

On the fifth day an artificial anus was made in 
a loop of small intestine, but without any advan¬ 
tage, the patient dying on the eighth day. 

At the post-mortem sanguineous fluid was found 
in the peritoneal cavity, the intestine was distended, 
and there were numerous scars at the back of its 
mesentery. The caecum was not in its usual place, 
but lay in front of the lumbar vertebrae, the vermi¬ 
form appendix touching the sigmoid flexure. It j 
would, therefore, appear that reduction had not 
been completely effected at the time of operation, 
or that the volvulus had partly recurred. 

Case 4.—Frohlich (‘ Bull, et mem. de la Soc. de 
Chir. de Paris,’ May 15th, 1901). A boy, aet. 3 
years, was seized with intestinal obstruction, accom¬ 
panied by ascites. At the end of three days’ con¬ 
stant vomiting, etc., laparotomy was performed, but 
largely owing to the desperate condition of the 
patient no real diagnosis could be made during the 
operation. An artificial anus was made, the patient 
dying two days later. At the post-mortem it was 
found that a complete torsion of the intestine had 
taken place, but, strange to say, in the reverse I 
direction to that which happened in all the other ] 
cases. The sigmoid flexure lay on the right side?! 
under the ribs, with the small intestine all packed 
in this region ; the mesentery formed a tight band i 
in front of the hepatic flexure of the colon. Hence i 
both- caecum and ascending colon were greatly dis- i 
tended, and their walls thickened to 1 cm. It will | 
be understood that in this case the caecum was not I 
out of place, a rotation having occurred from left 
to right, but in this, as in all the other cases, the 
mesentery formed an obstructing band. 

Case 5.—Hausmann (‘ Centralblatt fiir Chir.,’ 1 
1900). A soldier, aet. 22 years, h^d suffered four j 
attacks of intestinal obstruction, from which he 
had recovered; in a fifth typical attack he was 
operated on on the fourth day. The greatly dis¬ 
tended caecum and ascending colon were found to 
have a mesentery continuous with that of the small 
intestine. The caecum was out of place, but it is 
impossible to gather from the account of the ope¬ 
ration exactly what was found. The caecum was 
replaced in the right iliac fossa, when the con¬ 
tracted small intestine filled again with air. The 


patient died the day after operation. At the post¬ 
mortem it was evident that the volvulus had 
affected the Whole of the small intestine as high as 
the second part of the duodenum, there being no 
distinction between the descending and third parts 
of this organ. The mesentery of the small intes¬ 
tine compressed the ascending colon which lay 
beneath it, the caecum being situated on the left 
side close to the splenic flexure. It is obvious 
that withdrawal of the twisted intestines from the 
abdomen at the time of operation would have given 
a better chance of complete reduction. 

In the remaining cases no operation was per¬ 
formed, and the exact condition was only deter¬ 
mined post mortem. 

Case 6 . —Bednar (* Die Krankheiten der Neu- 
geborenen und Sauglinge,’Vienna, 1850). A boy, 
aet. 10 years, when suffering from variola and 
pneumonia, developed on the day before his death 
uncontrollable diarrhoea and vomiting. The ab¬ 
domen was neither hard nor distended. Post 
mortem it was found that the ascending colon was 
unconnected with the posterior wall of the ab¬ 
domen, and its mesentery blended with that of the 
small intestine. Both had twisted round so that 
the caecum lay in the left flank ; the latter was 
greatly distended. The small intestine was col¬ 
lapsed, and there were extravasations of blood into 
its mesentery and lymphatic glands. 


Case 7.—Epstein-Soyka(‘ Prager. Med. Wochen- 
schrift.,’ 1878). An infant, aet. 4 days, had con¬ 
stant vomiting, and blood mixed with the fluid 
stools. The upper part of the abdomen was much 
distended, and the obstructed coils of intestine 
could be felt beneath the abdominal wall. At the 
post mortem it was found that a similar condition 
existed to that described in the other cases. 

A complete volvulus had occurred from right 
to left, so that the caecum lay in the right iliac 
fossa. Both caecum and ascending colon had 
their mesentery continuous with that of the small 
intestine. 


Case 8 . —Wandel (‘ Mitteilungen aus den Grenz- 
bieten,’ etc., Bd. xi). A boy, aet. 7 years, had 
been subject since infancy to attacks of sickness, 
followed by constipation. Fourteen days before 
his death he fell and sustained a fracture of the 
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left femur; six days later vomiting came on, with 
abdominal distension and other signs of obstruc¬ 
tion. No operation was done. Post mortem a 
complete volvulus was found, the ascending colon 
and caecum lying in the left lumbar and iliac 
regions. The intestine had rotated 360°; it was 
so remarkably free that the right half of the trans¬ 
verse colon and the ascending part of the duodenum 
had shared in the rotation. 

Case 9.—Wandel (ibid). A young man, aet. 20 
years, after jumping from a landing stage to a 
steamer, was seized with abdominal pain and ex¬ 
treme collapse. He died a few hours after being 
admitted into the hospital; but it is not stated how 
long a time intervened between the onset of sym¬ 
ptoms and admission. Post mortem the peritoneal 
cavity contained much blood and thick milky stuff. 
A complete volvulus from right to left was present, 
which could be easily reduced. 

Case 10.—Pescatore (‘Deutsche Zeit. fiir Chir.,’ 
Bd. lxviii). An infant, aet. 19 days. A balloon¬ 
like viscus was found just below the ensiform 
cartilage at the post-mortem. It was first thought 
to be stomach, then colon, but it proved to be an 
abnormally distended duodenum. The ordinary 
horseshoe outline of the duodenum was absent, 
and the organ looked like a stomach with greater 
and lesser curvature. It contained five times as 
much fluid as the stomach. Below the duodenum 
a complete axial rotation of the small intestine and 
caecum had occurred, one and a half times from 
right to left. Where the volvulus began in the 
duodenum the intestine suddenly contracted to the 
size of a pencil. The position of the caecum is, 
unfortunately, not stated, though, presumably, it 
lay in the left half of the abdomen. 

Such is the abstract of hitherto recorded cases, 
though, doubtless, many others have been met 
with, especially in hospitals for children, which 
have not been published. The points of resem¬ 
blance are of much interest, though the features 
are not quite constant. 

The invariable condition, without which com¬ 
plete volvulus cannot occur, is the floating con¬ 
dition of caecum and ascending colon. This is due 
to a congenital arrest of development, and it is, 
perhaps, more frequent than is generally supposed. 


Legueu estimates it at 8 per cent, in infants; 
Tuffier estimates it at 2 per cent, in adults. Wandel, 
from post-mortem observations made at Bale and 
Kiel, puts the frequency as high as 10 per cent. 

One striking fact that comes out is this: when¬ 
ever the caecum and ascending colon are free, and 
have their mesentery continuous with that of the 
small intestine, a similar congenital abnormality 
may be expected in the duodenum. As is well 
known, in normal subjects the third part of the 
duodenum is more closely anchored than any other 
part of the small intestine, whereas in these cases it 
is not fixed to the spine, but is directly continuous 
with the second, from which, indeed, it cannot be 
distinguished. Further, the hepatic flexure in 
several cases shares in the floating condition. 

Of course, this congenital floating condition of 
the ascending colon does not imply that volvulus 
must of necessity occur, any more than the per¬ 
sistence of Meckel’s diverticulum means inevitable 
trouble. 

As in cases of more limited volvulus—I mean 
twisting of the sigmoid flexure, etc.—a trauma or 
sudden abdominal strain may act as the immediate 
cause. 

In Cases 1, 8, and 9 the volvulus had followed 
respectively rupture of an intra-abdominal cyst, a 
severe fall, and a violent strain in jumping. In 
two of the remaining cases reducible hernise existed, 
and Danielsen attaches more importance to this 
fact than seems to be justified. 

The existence of inflammatory and contracting 
bands in connection, for example, with tuberculous 
glands in the mesentery, may undoubtedly lead to 
volvulus. It should be noted, however, that in 
several of the cases no cause could be assigned 
besides the floating condition of the caecum, etc. 
I once operated for radical cure of a large left 
inguinal hernia, and found within the sac the whole 
of the caecum and the vermiform appendix. The 
floating caecum in this case had wandered across to 
the left iliac fossa. We have only to imagine it 
slipping behind the mesentery of the small intestine 
and becoming thereby compressed, to see how 
further peristalsis may lead to complete volvulus. 
It is evident that in at least four of the ten cases 
such a condition had led to mild attacks of ob¬ 
struction, spontaneously recovered from, before the 
chief attack which led to the patient’s death. One 
interesting symptom occurred in Cases 1 and 9— 
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viz., the presence of curd-like material in the peri- of the abdominal wall, and lifting all the intestines 
toneal cavity. In my own case I attributed this to forwards, will enable the surgeon to diagnose and 
the rupture of a pseudo-pancreatic cyst, but this relieve the condition. Danielsen states that corn- 
explanation must be erroneous since no cyst had plete volvulus is generally a chronic disease, and 
existed in the other case. It is possible that the that the history of preliminary attacks distinguishes 
volvulus, by suddenly obstructing the lacteals, leads it from the more common cases of limited volvulus, 
to pouring out of lymph just as it causes intra- On the other hand, in my own case and five others, 
peritoneal extravasation of blood. the onset was as sudden and the symptoms were 

Out of nine cases of complete volvulus in which as acute as in most examples of acute intestinal 



Fig. i. —Complete volvulus. The greatly distended caecum (c) has passed under the mesentery of the small 
intestine and now lies near the spleen (s). d. The abnormally placed duodenum, t.c. Transverse colon. 


the sex was noted, seven were males and two were 
females. It is therefore probable that the con¬ 
genital malformation which leads to its occurrence 
is much more common in males. Three of the 
patients were infants, five were children or young 
adults, whilst two were elderly. In nine out of the 
ten cases the rotation of intestine seems to have 
occurred from right to left; in only one did it occur 
in the reverse direction. The importance of early 
operation is obvious, and so complex and puzzling 
is this form of volvulus that only a very free incision 


obstruction. Moreover, the occurrence of previous 
slight attacks have often preceded obstruction by a 
band, or a volvulus of a limited portion of gut, so 
that their history has but little diagnostic import¬ 
ance. During the operation the most important 
sign of complete volvulus is the presence of the 
distended caecum on the left side of the abdomen, 
although this is not absolutely constant. 

The anatomical condition which favours com- 
1 plete volvulus is of special interest. As already 
I noted, it consists in an arrest of development by 


Digitized by 


Google 



The Clinical Journal.] MR. JONATHAN HUTCHINSON, Jun. [June 5,1907. 119 

which the end of the duodenum, the whole of the 
small intestine, the ascending and part of the trans¬ 
verse colon are provided with one and the same 
mesentery. Dr. Arthur Keith kindly informs me 
that he has observed between ten and fifteen ex¬ 
amples of this condition; most of them were in 
the bodies of children, but two were in adults. As 
shown in Fig. 2, the superior mesenteric artery 
supplies the whole of the intestine, which becomes 
twisted in complete volvulus ; in fact, as Dr. Keith 



Fig. 2. —Diagram of the parts involved in complete volvulus (i.e. those below the dotted line), s. Stomach 
s.i. Small intestine, c. Caecum. The arrow shows the direction of the twist. 


carried over to the right, the duodenum twisted to 
the left; but neither caecum nor ascending colon 
are yet anchored. This arrangement is a common 
one amongst the carnivora. Dr. Keith has de¬ 
scribed the further changes which should occur in 
detail in lectures published in the ‘ Lancet,’ March 
14th, 1903, p. 712. He notes that the process of 
adhesion of the ileo colic segment begins at the 
end of the third month of foetal life, and is not 
completed until the second year. Sir F. Treves 
has also drawn attention to the subject in his lec¬ 
tures on the “ Anatomy of the Intestinal Canal,” 


says, “ the artery is the axis on which the twist 
takes place.” 

It may be noted that the terminal branch, the 
ileo-colic of the superior mesenteric artery, is the 
axis round which a well-known form of partial 
volvulus occurs. This is illustrated in Fig. 2. 
The stage at which the development has stopped 
in these cases is the following : The main intestinal 
loop, consisting of small and large intestine, under¬ 
goes rotation whereby the caecum and colon are 


etc.; and in Morris’s “Anatomy” (1893 edition, 
p. 1033) h e describes the arrest of development 
predisposing to complete volvulus in the following 
words : “ In these instances the whole of the small 
intestine, together with the caecum and the ascend¬ 
ing colon, were slung from a common mesentery, 
the attachment of which to the posterior parietes 
was by a narrow neck, giving passage to the 
superior mesenteric artery, and bounded by the 
duodenum and the transverse colon. In these 


subjects there was no trace of the mesentery 
proper as it is found in the normal human body.” 
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There is a remarkable fact about the caecum and 
vermiform appendix in these cases, to which 
attention has hardly been drawn. Where the 
caecum and ascending colon are freely mobile, so 
that, for instance, they might wander into a left 
inguinal hernia (as in my case operated on and 
referred to earlier), the caecum always has the 
conical or tapering form shown in Fig. 3. But 



Fig. 3. —The long whip-like appendix vermiformis and 
peculiar form of caecum (as in the carnivora) which 
are present in cases of freely mobile ascending colon, 
etc. This caecum and appendix were found in a left 
inguinal hernia. 

more striking is the long whip-like appendix, | 
which, with its fringed lobules of fat, is quite 
unlike its usual aspect. The appendix in such 
cases may be at least eight inches long. 

Note. —In its development the intestine is | 
always described as rotating from left to right \ 
on the axis of the superior mesenteric artery. It 
is of interest to note that in all but one of the 
recorded cases of complete volvulus the rotation 
was really a continuation of this movement; but 
inasmuch as the caecum passes behind the mesen¬ 
tery to the left side of the abdomen, it has been 
referred to in this paper as a right to left rotation. 
June yd, 1907. 


HEADACHES AND NEURALGIA. 

Two Clinical Lectures delivered at St. Mary’s Hospital. 
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Physician to Out-patients, St. Mary’s Hospital, and to the 
Hospital for Epilepsy and Paralysis, Maida Vale. 


Lecture II. 

Local and Toxccmic Headaches. 

I have now dealt with reflected headaches, and 
pass to a consideration of headaches more truly 
, cerebral in origin. Before attempting to classify 
the more direct cerebral varieties of headache, it is 
necessary to consider the mechanisms by which 
! the painful sensation of headache is perceived. 
Under normal conditions it appears that the cere¬ 
bral cortex is entirely insensitive to painful stimuli, 
and it has been argued on that account that head¬ 
ache is never due to any morbid process com- 
, mencing in the cortex itself, but is merely the 
perception of afferent impressions reaching the 
sensory centres through the afferent nerves. This 
is, however, too materialistic a view to take of the 
question. Other regions of the body, as the peri¬ 
toneum, which are practically insensitive to painful 
stimuli under ordinary conditions, become acutely 
painful and tender when inflamed, and, arguing 
from analogy, the cortex might similarly under 
pathological conditions become extremely sensitive 
to pain. Moreover, when discussing the pathology 
1 of trigeminal neuralgia, we saw that the sensory 
I nucleus of the fifth nerve may be the seat of 
recurrent explosions of morbid activity of an 
epileptiform nature, causing intense pain referred 
over the peripheral distribution of the fifth nerve 
Undoubtedly a somewhat similar process may be 
originated in the cortical sensory centres for repre¬ 
sentation of the head, causing paroxysmal headache 
of a neuralgic character—an idiopathic neuralgic 
headache. Further, neuralgic headache may be 
set up reflexly by exhaustion of the cortical percep¬ 
tive and sensory centres, as from over-work, or the 
well-known “ Academy ” headache. Hysterical 
headache, with the sensation of a nail being driven 
into the vertex, or “clavus,” and neurasthenic 
headache will come under this group of neuralgic 
headaches. An epileptic fit, even a slight attack, 
may be followed by severe headache for some 
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hours, but here we have a difficulty in excluding [ 
another cause of headache, congestion. A curious I 
variety of neuralgic headache is that produced in j 
certain persons by electrical atmospheric disturb- I 
ance, the imminence of a thunderstorm being | 
invariably heralded by general diffuse pain in the ' 
head. Besides these primary neuralgic affections 
of the sensory cortical centres themselves, there 
are other avenues of possible conduction of painful , 
sensations from the head to the sensory centres, ! 
viz. the nerves of the scalp, cranial wall, dura ! 
mater, pia arachnoid, and the sympathetic nerve- 
network along the superficial blood-vessels of the 
meninges and cortex. The scalp and pericranium 
may be the seat of a neuralgic process, the so-called 
“ rheumatic ” headache. Many people suffer after 
going out in a cold east wind from severe headache 
due to a rheumatic neuralgia of the occipito¬ 
frontalis and the pericranium. This may be re¬ 
lieved, sometimes instantly, by hot applications to 
the head. 

In women, moreover, the weight of a thick, 
heavy mass of hair is a not uncommon cause of 
headaches, while in the same sex the wearing of 
large hats on windy days is another cause of head- j 
aches, produced in a similar way by dragging on the 
scalp through the hat-pin attachments. Lesions j 
of the meninges, whether due to inflammation, 
as meningitis, or to implication of them in gummata, 
tumours, etc., will cause pain of varying severity, 
referred, more or less, to the region of the skull over 
the more damaged part. In these cases there will 
be localised tenderness on pressure, with no super- I 
ficial soreness of the scalp, and this sign is most j 
useful in the diagnosis of lesions of the cortex, 
such as tumours implicating the membranes. The 
severe headache met with in acute and chronic 
meningitis , syphilitic endarteritis, and gummata 
of the membranes, need not delay us long. In 
most acute and chronic forms of meningitis the 
pain is general, or else occipital and frontal, while 
in syphilitic arteritis and in gummata the pain is 
more likely to be localised in the neighbourhood 
of the lesion. In cerebral syphilis, a combination ' 
of multiple syphilitic endarteritis and chronic ! 
diffuse meningitis, the pain is general or vertical, 
and the extreme severity for weeks, and persistence ' 
of the pain, especially at night, is characteristic. 


is very frequent. Following injuries, a more or 
less lasting state of traumatic neurasthenia may be 
produced, especially if the patient is not kept at 
rest for a sufficient period at first after the injury. 
Meningitis or cerebral abscess may, of course, form 
complications. 

Intra-cranialpressure is an extremely important 
cause of headache, and is met with in hydro¬ 
cephalus, cerebral tumour, abscess, and haemor¬ 
rhage. The pain is produced in this variety 
probably, not by pressure upon the cortical sensory 
centres, but by pressure upon the recurrent 
meningeal nerves. Thus, the pain is apt to vary 
in position in different cases, and in the same case 
at different times, according as the pressure effects 
happen to be greatest for a time at a distance, as 
| well may happen in a closed cavity like the skull, 

| or whether the pressure is making itself felt more 
I directly upon the membranes nearest over the site 
! of the tumour. Unless, therefore, the tumour 
j happens to implicate the membranes over it, the 
site of the headache in tumour or other causes of 
! intra-cranial pressure is apt to be variable, and, 

I therefore, of little localising value. 

Congestion of the brain is a well-known cause of 
headache, whether from' sinus thrombosis, or the 
slighter cause of a tight collar compressing the 
cervical veins, or from lowering of the head. 
Certain drugs, as nitro glycerine, or especially 
erythrol-tetranitrate, by the flushing of the cortex 
produced, may cause severe headache. These 
causes act partly by raising of the general intra¬ 
cranial pressure, but also, it is possible, by the 
direct action of the dilated vessels upon the sensory 
cortex. The headache in migraine is produced 
probably in some such way, by the local vaso¬ 
motor dilatation which takes place in the territory 
of the posterior cerebral artery of one side, perhaps 
following a preliminary spasm or constriction coin¬ 
cident with the various aurae or warnings of the 
attack. Such vaso-motor changes are, however, 
limited to the meningeal and cortical vessels, since 
those which supply the deeper brain substance 
possess no sympathetic vaso-motor nerves. In 
contra distinction to the congestive headaches are 
the ancemic and arterio-sclerotic headaches. Chlorosis 
is a hydraemia in part, and it is possible that a 
certain amount of oedema of the membranes may 


Headache following head injuries, possibly due to 
fractured base, cortical lacerations or haemorrhages, 


take place in this disease. Again, in conditions of 
deficient coagulability of the blood from paucity of 
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calcium salts, a similar oedema of the membranes 
may occur, and this type of headache has been 
named “ lymphatic.” Calcium lactate in sufficient 
doses may act like a charm in some of these head¬ 
aches. 

In arteriosclerosis and uremia, in which there is 
chronic high arterial tension, the same oedema of 
the membranes may occur, owing to the arterio- 
capillary spasm producing a relative anaemia inside 
a closed cavity. The appropriate treatment by 
vaso-dilators, such as nitro-glycerine, often produces 
immediate and marked benefit in cases of persistent 
headache which have proved refractory to phena- 
cetin, bromides, and similar methods of treatment. 
In this form the headache is usually vertical and 
occipital. 

Toxcemic headaches form a large group in which 
ihe headache is due either to a drug, or to an auto¬ 
intoxication from gout, constipation, liver disorder, 
diabetes, renal insufficiency, and lastly the fevers, 
such as pneumonia, smallpox, typhoid, or influenza. 
Of these febrile causes the congestive element may 
be more important than the toxic, while there may 
be a further complication of meningitis. 

The drugs which commonly produce headache 
are alcohol, ether, iron, lead, and the vaso-dilators 
erythrol-tetranitrate and nitro-glycerine. Of these 
two latter, there is an additional cause in the con¬ 
gestion produced. An ill-ventilated room, con¬ 
taining an excess of CO, is a common cause of 
headaches, and a very small quantity of ether in 
an atmosphere that is breathed for a considerable 
time may similarly induce headache. The pain in 
these toxaemic headaches is usually general, some¬ 
times more intense over the occiput, sometimes 
frontal. 

Periodic headache I have left to the last, partly 
because it is one of the most interesting. Migraine 
is not the only periodic headache, as we shall see. 

A very definite type of recurrent toxamic head¬ 
ache, which may easily be mistaken for migraine, 
is that associated with sluggish liver and habitual 
constipation. The pain in the head, as in migraine, 
is extremely severe, prostrating the patient com¬ 
pletely for about twenty-four hours; the tendency 
to these headaches may run in families, increasing 
the liability to confusion with migraine, but they 
differ from this neurosis in the following important 
particulars. There is no evidence of neuroses in 
the family; the periodic headaches get worse in 


middle life instead of better ; there is no preliminary 
visual spectrum, though the patient may complain 
of a certain amount of dimness of vision ; there 
is the close association of the headaches with con¬ 
stipation, light-coloured stools, furred tongue, foul 
breath, sallow skin and conjunctive, while the 
headaches may be warded off by a cholagogue and 
saline aperients, and are not influenced by phena- 
cetin, bromides, or the usual headache powders. 
The following are two striking examples of this 
form of headache, which has not, to my knowledge, 
been previously described. 

J. H—, a chair-mender, set. 50 years, has suffered 
from recurrent headaches all his life, about twice a 
week, getting worse lately, the pain being mostly 
frontal, lasting twenty-four hours, and prostrating 
him completely. He has always been very con¬ 
stipated, and he says that if he did not take pills 
or other aperients the bowels would not be open 
for a month. He is usually sallow-coloured before 
the headache, but he has never noticed the colour 
of the stools. The headache passes off in twenty- 
four hours, even without any treatment, though he 
thinks a hot drink after the pain has lasted twenty 
hours helps to relieve it. For the next day or two, 
even though the bowels have not been open, he 
feels perfectly well, and then a slight frontal head¬ 
ache returns, which continues as a dull ache until 
the next severe headache. On examination, his 
tongue was furred, the pulse was soft, and there 
was no albumen in the urine. I ordered him a 
daily dose of a drachm each of magnesium and 
sodium sulphate in hot water, to be taken the last 
thing at night, and one grain of calomel once a 
week. A convenient method I adopt for hospital 
patients is to tell them to buy a half-pound each 
of magnesium sulphate and sodium sulphate at a 
chemist’s, and to dissolve the whole in a pint and 
a half of water, and to take one table-spoonful of 
the solution, warmed, every night. This patient 
carried out this treatment faithfully, and when I 
saw him last, ten weeks afterwards, he said he had 
completely lost all his headaches, and expressed 
great relief. 

Another case of this type, though with a mixture 
of a neurotic element, I saw recently in a man, 
set. 38 years, who lived most of his time on a 
cattle ranch in S. America, where vegetable diet 
was scarce, and he had to eat mostly meat. Ever 
since boyhood he had been subject to bilious 
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headaches about every month or six weeks, 
especially after nervous excitement, or irregularity 
in his meals. Rich food, such as duck, fat bacon, 
cream, or anything fatty, and rich gravies are 
likely to precipitate a headache, but carbohydrate 
foods and vegetables suit him well. Before the 
onset of headache he has often noticed that for 
one or two days the stools are clay-coloured and 
the eyes yellowish, while the tongue becomes 
furred and the breath offensive. He is always 
very constipated, and has been so all his life. 
The headache is frontal and bilateral, prostrating 
him completely, until after about twelve hours he 
gets relief by vomiting. Immediately after the 
vomiting he has looseness of the bowels, passing 
one or two watery motions, and within a couple of 
hours afterwards he feels practically well. He has 
no visual spectrum or scintillating scotoma before 
the headaches, but he says that both his parents 
are of nervous disposition, and that headaches run 
in the family. Although there is probably an 
additional neurotic element in this case, yet the 
type of headache is clearly the same as that of the 
last case—a periodic toxaemic headache associated 
with obstinate constipation and sluggish action of 
the liver. Treatment on these lines, with a nightly 
dose of a drachm each of magnesium sulphate and ! 
sodium sulphate taken hot the last thing every night, 
with a weekly pill of one grain of calomel had the 
desired effect of producing a regular daily action of 
the bowels, and practical disappearance of the head¬ 
aches. There is no arterio-sclerotic factor in this 
type of headache, the pulse remaining quite soft, 
and there is no albuminuria. The sluggish liver 
action and the constipation are the key to the 
treatment, yet there is a curious cycle of symptoms. 
The headache is not preceded by any visual 
spectra, scintillating scotoma, blindness, or any of 
the numerous auras which may precede migraine, 
and the pain will pass off in about twenty-four 
hours or so, without any vomiting, even though the 
bowels be not relieved, and the patient then feels 
quite bright and clear-headed. After one or two 
days a slight, dull frontal headache returns, especially 
in the morning, and after an interval varying in 
different persons, but often fairly constant for the 
same individual, the severe headache returns. 
This recurrent cycle of symptoms ending in the 
explosion of headache is apparently due in large 
part to a functional disturbance of the liver, the 


periodicity of the symptoms suggesting some de¬ 
rangement of its nervous control. In neither of 
these patients was there any cyanosis or debility, 
which symptoms, in addition to headache and 
obstinate constipation, are the distinguishing features 
in the condition known as Sulphcemoglobinamia , a 
chronic poisoning of the red corpuscles with H 2 S. 


Migraine, 

Hemicrania, or megrim, in its most typical form, 
is a unilateral headache commencing usually over 
one eyebrow, and spreading over the half of that 
side of the head, the pain being very severe and 
prostrating the patient completely, relief not being 
obtained until, after many hours, vomiting sets in. 
True megrim, or migraine, is in no way a toxaemic 
headache, and is not dependent on any particular 
alteration in diet, nor on constipation. Indeed, in 
the majority of my cases, constipation has been 
altogether absent. Gout has often been asserted to 
be a common factor in the etiology of migraine, but 
in my opinion this has been much exaggerated, and 
due to the mistake of considering other forms of 
periodic headache, such as the toxaemic variety just 
described, as of gouty nature. Another common 
belief, which has been widely taught, is that 
migraine is almost limited to persons of high 
education and intelligence, and especially common 
in association with exceptional genius. This is 
most certainly a fallacy, for I have seen large 
numbers of cases of true migraine amongst my 
hospital out-patients, many of whom have been 
distinctly below, rather than above, the average in 
intelligence. Heredity is often a conspicuous 
feature, either of migraine itself, or of other neuroses 
more or less allied, such as epilepsy, neuralgia, 
insanity, hysteria, torticollis, chorea, vaso-motor 
angina, asthma, and many others; or migraine 
may alternate with either of these in the same 
patient. Occasionally there may be some reflex 
cause which may be the determining cause of the 
periodic headaches, but these are rarely then truly 
migrainous in nature. Errors of refraction are 
thought by some to be a potent cause of migraine 
but I have seen only one case where what was 
apparently true migraine was clearly set up by an 
error of refraction. This was in the case of a 
medical student, who developed severe migraine, 
preceded by visual spectra, after suffering from 
bilateral corneal ulcers. At first, while the ulcers 
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were scarring over, the attacks of headache were 
frequent and severe, due no doubt to the irregular 
astigmatism set up, but after some months, as the 
scars diminished in density and the eyesight 
improved, the headaches became much less fre¬ 
quent. Another reflex cause of headaches which 
simulate true migraine is a partial third nerve 
lesion, usually acquired in childhood as the result 
of a fall, producing haemorrhage into the sheath of 
and around the third nerve ; or the damage to the 
third nerve may be the result of an inflammatory 
mischief, long passed. Such patients sometimes 
suffer from recurrent unilateral headaches of great 
intensity, which may last from several hours to two 
or three days, and are accompanied by a reappear¬ 
ance of paralysis of the third nerve. During the 
first attacks the ocular palsy is temporary, recover¬ 
ing after three or four weeks. If the attacks occur 
more than two or three times a year the condition 
of third nerve paralysis gradually becomes more i 
and more developed, until the paralysis is at last ! 
permanent. In one such case I have known the j 
pain in the attacks was chiefly situated in the eye 
itself, and caused such distress to the patient that 
£t last she begged to have the eye taken out. 
This was done, for the eye had become quite 
useless to her, and she has had no further attack 
of the headache since. On account of the associa¬ 
tion of these unilateral headaches with, at first, tem¬ 
porary paralysis of the third nerve, the name 
“ ophthalmoplegic migraine ” has been given to the 
malady. Other causes of periodic headache that 
may be mistaken for true migraine are malarial 
headache, menstruation, and petit mat. Malarial 
headache , or brow-ague, a unilateral supra-orbital 
neuralgia, may be exceedingly regular'in its recur¬ 
rence, the headache appearing constantly on the 1 
same day of the week, and at the same hour, j 
usually at fortnightly intervals. Though residence 
in malarial districts is undoubtedly the cause of 
these attacks, yet they do not necessarily yield to 
treatment with quinine,but to ordinary methods, and 
are to be considered rather as a neuralgia brought 
on by the debilitating effects of chronic malaria, 
and acquiring their periodicity through the malarial 
habit of periodic recurrence being impressed upon 
the nervous system of the individual. Many 
women suffer regularly from headaches at the 
period of menstruation , the headache occurring 
usually either just before or just after the flow. 


1 


This form of headache is neuralgic, and is a mani¬ 
festation of the profound nervous disturbance that 
takes place in the female at this time. Epilepsy , or 
petit mal y is also in certain cases followed by 
severe headache, which may be severe and last 
several hours, and be relieved after vomiting, thus 
closely resembling in its course a migraine headache. 
More rarely does the headache precede the 
attack of epilepsy or petit mal; when this is the 
case, the threatening fit may often be warded off, 
as in other cases where there is a sufficiently long 
warning of the oncoming convulsion, by a dose of 
a drachm and a half of syrup of chloral with twenty 
grains of bromide. 

Brain injurieSy the result of blows on the head, 
or a fractured base, may also give rise to recurrent 
headaches resembling migraine. I have known 
cerebral abscess following a fractured base to be 
thus responsible for recurring fortnightly headaches 
lasting the whole day, during several months before 
any further symptom of cerebral abscess showed 
itself. In none of these reflex causes of periodic 
headache is there the premonitory warning that so 
often occurs in true migraine—the scintillating 
scotoma, visual spectrum, or other characteristic 
evidence of a nerve storm. 

True migraine may be ushered in by hemianopia, 
or blindness to one side, occurring suddenly, and 
innumerable affections of vision may commence 
the attack, varying from mere dimness of sight up 
to the most elaborate fortification spectra, seen in 
prismatic colours. Visual disturbance is the com¬ 
monest aura of the attack, but other phenomena 
may accompany or replace it. A not uncommon 
aura is tingling or pins-and-needles sensation in the 
face, lips and tongue, in the hand and arm and 
thigh on the same side as the hemianopia. More 
or less complete aphasia is also common, and 
transitory hemiparesis of arm and leg may occur. 
Mental confusion and inability to attend to the 
business of the moment are frequent symptoms, 
while flights of ideas rush madly and unbidden 
through the brain; occasionally an aura of other 
special senses, such as a peculiarly bad smell, may 
be met with. Psychical aurae occur now and then, 
such as a feeling of an unusual sense of well-being, 
or a curious state of reminiscence, in which the 
patient sees as in a vision some scene which in 
some way, quite intangibly, seems to be remotely 
connected with his past, or even a former state. 
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Even peculiar recurrent dreams have been recorded 
as regularly occurring before attacks of migraine, 
All these facts point clearly to the profound cerebral 
disturbance that occurs in migraine, marking off this 
form of headache clearly from any other, and 
suggestive of a close analogy between it and 
epilepsy. Other points suggestive of this relation¬ 
ship are the neuropathic hereditary factor in both 
these diseases, and the undoubted fact that migraine 
may alternate with epilepsy not only in different 
members of the same family, but also in the same 
individual. Indeed, it has been stated that 
migraine is a sensory epilepsy, but this is pushing 
the analogy between the two diseases much too 
far. Migraine may alternate with neuralgia, or 
with asthma, yet we are not justified on that 
account in asserting that migraine, neuralgia, and 
asthma are the same disease. 

On closer consideration, a striking difference is 
seen between the march of the symptoms in 
migraine and in epilepsy. In the latter the pro¬ 
gress of events is rapid, a few seconds at the utmost 
dividing the aura from the loss of consciousness 
and convulsion. In migraine twenty minutes to 
half an hour is a common duration for the pro¬ 
dromal sensations, and the gradual spread of the 
area affected by the sensations is correspondingly 
slow. This is highly suggestive of a different pro¬ 
cess at work from that which in epilepsy acts so 
violently and suddenly. The clue to the mechanism 
of the comparatively slow march of events in 
migraine is afforded by a study of the behaviour 
of the arteries of the head and neck during the 
attack. Ophthalmoscopic examination of the 
arteria centralis retinje at the commencement of 
the visual phenomena may show no change in the 
calibre of the vessel, or sometimes narrowing has 
been observed, suggestive of a condition of intra¬ 
cranial spasm. At the moment when the headache 
commences the arteria centralis retinae enlarges 
and begins to pulsate violently on the same side as 
the headache, and at the same time the carotid 
and temporal arteries will throb, and continue 
throbbing for as long as the headache lasts. 
The suggestion, therefore, seems irresistible that in 
migraine there is a primary vaso-motor spasm affect¬ 
ing certain areas of the cortex, usually the posterior 
cerebral artery and its supply to the occipital half 
vision centre on one side. Possibly the numbness 
and sensations of tingling in the face, arm, and 


thigh, and the partial aphasia may be due to 
vascular spasm in the parietal and temporal 
regions supplied by the same vessel, or possibly 
the middle cerebral may be also involved. This 
. theory of initial spasm will quite well account for 
the visual disorders and paraesthesiae described 
above, while the headache which almost invariably 
succeeds this primary stage is equally accounted 
for by the congestion of the cortex and membranes 
that follows the temporary primary vascular con¬ 
striction. Occasionally the primary vaso-motor 
spasm may not be succeeded by excessive dilatation 
and engorgement of the cortex, and in these cases 
the headache may be slight, or even absent alto¬ 
gether. One of my patients, whose father had 
suffered severely from migraine, had three attacks 
of typical transient hemianopia, lasting about a 
quarter of an hour, but not followed by any head¬ 
ache or further symptoms of migraine. In another, 
a young woman, aet. 35 years, the disturbance of 
vision lasted much longer, and sight became tem¬ 
porarily completely lost, so that no objects' what¬ 
ever could be perceived. Her attacks used to 
last from one to one and a half hours, but only 
very slight headache used to follow the amaurotic 
attacks. It is rare in migraine to find such an 
extreme degree of blindness as this young lady used 
to suffer from, as when she had one out of doors 
her sight went so completely that she had to hold 
on to railings or other support, as she could no 
longer see her way about. The bilateral nature of 
the blindness was more clearly shown in the case 
of a youth, aet. 19 years, with typical migraine head¬ 
aches, the first symptom being hemianopia to one 
side, which was followed after an interval of several 
minutes by loss of the remaining half fields. Thus, 
he became temporarily completely blind for about 
half an hour, followed by numbness down the 
right side and raging headache, which lasted for 
several hours and was relieved by vomiting. 

These cases are evidence that the vaso-motor 
derangement may be occasionally bilateral. 

In most cases of migraine the headache, after 
lasting many hours, usually until the evening, is 
relieved by vomiting, and the act of vomiting is 
accompanied by profuse perspiration and flushing 
of the surface. In certain cases the nausea occurs 
early in the attack, and then it does not bring relief. 
Probably both the headache and the sickness are 
the result of increased intra-cranial pressure, as 
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in cerebral tumour, and the subsidence of the head- | 
ache when the vomiting occurs is probably in I 
large part due to the general vaso-dilatation reliev- | 
ing the cerebral arterial pressure. 

Further evidence of the occurrence of vaso-. | 
motor spasm in the vascular supply to the half- ! 
vision centre in the occipital lobe is afforded by ; 
the occasional, though rare, persistence of hemi- 
anopia in a migrainous subject, due, no doubt, to ! 
occlusion and thrombosis of a branch of the 
posterior cerebral in the neghbourhood of the 
calcarine fissure. Moreover, after an attack of 
migraine, some patients have for a time local itchy 
swellings and puffiness of the scalp, of an urticarial 
origin, a .proof of vaso-derangement. The head¬ 
ache of migraine differs from neuralgic headache in 
that the pain is not lessened by local pressure as 
in the latter variety. The pain in the head 
develops rapidly after the visual spectra or other , 
warnings have lasted for twenty minutes to half an j 
hour. The headache is often most severe, disabling j 
the strfferer completely, and incapacitating him, or 
her, for all connected thought or mental labour. 
Absolute rest is essential, any movement of the I 
head intensifying the pain, even light and sound | 
or other reflex disturbance causing acute agony 
in proportion to the strength of the stimulus. 
Lying down in a darkened room is often the only 
possible method of bearing the torture, even 
though the lowering of the head by this means 
generally makes the pain in the head rather worse, 
owing to the slight increase of the cerebral blood- | 
pressure produced, and it is found to be best to 
prop the head as high as possible. The headache 
in migraine is then clearly a congestive headache, 1 
produced by an acute vascular dilatation of the j 
superficial blood-vessels to the cortex and mem- | 
branes, often unilateral in its distribution, and it j 
is therefore easy to understand why the ordinary 
anti-neuralgic remedies given for headache, such as 
phenacetin, antipyrin, caffein citrate, and the like, 
completely fail to relieve a severe migrainous 
headache. Measures that are directed towards j 
relieving the intra-cranial blood-pressure will have 
the greatest success in this condition, and for this j 
reason vaso-dilator remedies, such as the nitrites | 
and nitro-glycerine, or mechanical means of dilating | 
the superficial blood-vessels, such as pouring hot 
water over the head and neck, have often proved 1 
most beneficial. The hot-water treatment, how- I 


ever, relieves only so long as the application of the 
heat is continued, and the headache usually returns 
as soon as it is discontinued. It is therefore, in 
practice, not a very easy or suitable remedy as a 
rule, and recourse to vaso-dilator drugs is therefore 
preferable. In certain patients, however, as 1 
have said, the nitrites act excessively upon the 
cortex, and may aggravate the headache. Now 
the vaso-dilator action of nitro-glycerine lasts only 
about half an hour, and therefore the drug should 
be repeated at least twice, at half-hour intervals, if 
the peripheral vascular dilatation is to be kept up. 

The dilator action of erythrol tetranitrate lasts 
much longer than that of nitro-glycerine, namely 
for about eight hours, and since the congestive 
headache of migraine lasts as a rule even longer 
than this, this drug may, and sometimes does, 
give better results than nitro-glycerine. 

When the recurrent attacks of migraine are fre¬ 
quent—twice a week, or even oftener—much good 
may be done by a course of mixed bromides and 
nitro-glycerine, fifteen grains each of the potassium, 
sodium, and ammonium salts, with half a minim 
of liq. trinitrini three times a day. This should be 
continued for a month or six weeks. It has, how 
ever, been often remarked that in inveterate cases 
of regularly recurring migraine, when the attacks 
have been staved off by treatment, that the next 
attack, when it occurs, is sometimes excessively 
severe. 

June 3rd , 1907. 


GASTRIC ULCER. 

By DAVID SOMMERVILLE, B.A., M.D., 
M.R.C.P., 

Lecturer on Medical Conditions of the Alimentary Tract. 
London Polyclinic. 


No apology is required for the introduction of this 
subject; it is ever with us. Its early recognition 
is of the greatest importance to patient and physi¬ 
cian alike, so great that in some cases failure to 
detect the condition to-day may entail a fatal issue 
to-morrow or next day. 

In the brief period at my disposal I propose to 
review rapidly a few of what I consider the more 
important features of etiology, diagnosis, and treat¬ 
ment of this condition. 

Gastric ulcer, the simple, round, or peptic ulcer, 
known also as the perforating ulcer, was recognised 
in the days of Celsus. Its pathology has afforded 
a field for the widest speculation, and notwith¬ 
standing the enormous strides that the experimental 
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side of this subject has made in recent years, and operate. As in most cases the gastric juice is 
the definite anatomical findings of post-mortem hyperacid, and as the ulcer occurs only in those 
examination, our knowledge of the exact causation parts of the alimentary tract which are in direct 
of gastric ulcer is still far from complete. Rather relation with gastric juice, the latter must evidently 
than attempt to examine critically the various play some part in the production of ulcer, 
theories regarding pathogenesis, with a view to the 1 (3) Altered blood supply, qualitative and quanti- 

adoption of any one, I think it better to assume tative, due to various general and local diseases, 
that gastric ulcer is not always due to one and the ! such as syphilis, tuberculosis, anaemia, chlorosis, 
same cause; that, indeed, several causes may arterio-sclerosis, fatty amyloid, and aneurysmal 
operate simultaneously, some more directly, some ! degenerations of arteries, malaria, thrombi, emboli, 
more indirectly. The assumption of such an I etc. 

hypothesis will lead the clinician to a more (4) Local bacterial infection, seen in the ulcera- 
detailed investigation of early cases, and con- tive processes of tuberculosis, typhoid, dysentery, 
sequently to a better diagnosis. The bane of etc. There is little doubt that bacterial necrosis 
specialism has appeared in this as in other fields is an important factor in the production of chronic 
of medicine, and woe sooner or later overtakes the gastric ulcer. 

man whose outlook on gastric ulcer is narrowed by Whilst much has been written on the etiology 
the pleasing theory that its pathology rests on a of gastric ulcer, relatively little appears on the 
single cause. ! mechanical element, such as chronic compression 

Rokitansky graphically described the ulcer as of the epigastrium. Leube, Duplay, Wagner, and 
“punched out/’ and offered as an explanation others have reported*cases of traumatic ulcers, 
venous hyperasmia of the gastric mucosa, but no Ritter and Vanni have produced such ulcers in 
conclusive experimental evidence has ever con- | animals. It has been widely observed that owing 
firmed this view. When Virchow discovered 1 to chlorosis in early life females are more subject 
embolism he applied the phenomenon to gastric I to gastric ulcer at an age under thirty, whilst men, 
ulcer, but the most careful experiments have | whose occupations render them more liable to 
failed to show that any uniform relation exists , gastric compression, suffer from ulcer at ages over 
between the two conditions. Klebs’ theory of thirty. 

arterial spasm remains wholly hypothetical. That I I have notes of ten cases of gastric ulcer in which 
the ulcer is the result of a necrosis or digestion, | occupational compression of the epigastrium is very 
and not of a previous inflammation, is undoubted; evident, and was most probably the exciting cause 
but to explain exactly how this occurs, and at the of the malady. 

same time how, under normal conditions, the I Diagnosis. —Thirty years ago the term dyspepsia 
stomach is protected from self-digestion, is another j was offered as a complete diagnosis. Withdevelop- 
matter—a matter intimately bound up with the j ment of modern methods of studying diseases of 
fundamental properties of living matter. When I the stomach, the tendency arose to refer every 
John Hunter, one hundred and twenty years ago, symptom to some definite anatomical lesion of the 
referred the immunity to the “ vital principle ”—a mucosa, and the anxious layman began to expect 
specific property of living cells—he propounded as that his family attendant would at once send him 
good an explanation as any that has appeared since, to a stomach specialist. Benedict, in this connec- 

For the purposes of clinical diagnosis and treat- I tion, offers excellent advice : Do not discard 
ment an intelligent consideration of the probable j external means of physical diagnosis because you 
etiological factors is in all cases more or less I have a stomach tube. Do not imagine the gastric 
necessary; and in daily practice I find the follow- I douche will cure all stomach diseases. Do not let 
ing list of such factors as good as any other : | the patient learn to pass the tube himself; this 

(1) Impaired vitality or resistance of portions of holds for his benefit as for yours. 

the mucosa through chemical, thermal, mechanical, | The symptomatology of some cases of gastric 
and traumatic causes, e.g. corrosive poisoning, | ulcer is simple and definite, of others extremely 
injury, pressure, etc. j doubtful, and of a small remnant nil. 

(2) Hyperacidity, in which nervous causes often | The majority of cases present the following well- 
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defined symptoms: Unimpaired appetite in a patient 
afraid to eat because of distress and pain provoked 
thereby ; acute pain and tenderness localised to a 
small area; nausea and vomiting of very acid con¬ 
tents ; haematemesis and melsena; melaena may 
require for detection microscopical and chemical 
tests. Loss of weight, cachexia, and secondary 
anaemia soon develop. 

Complications more or less commonly found are, 
haemorrhage, perforation of stomach wall, carci¬ 
noma at site of ulcer variously estimated as num¬ 
bering 5 to 13 per cent, of all cases, and occasionally 
fistula between stomach and adjacent organs, 
subphrenic abscess, perigastritis ending in suppura¬ 
tion or adhesions. 

Whilst the stomach wall is not supplied with 
ordinary sensory nerves it is indirectly connected 
to a limited but definite extent, through the sym¬ 
pathetic, with sensory nerves of the trunk, both 
anteriorly and posteriorly, and the pain of gastric 
ulcer is accordingly felt in front over a limited area 
in the middle line, or slightly to the left of this 
line, on a level with the end of the xiphisternum, 
and behind, also slightly to the left of the middle 
line, in the zone of the tenth to twelfth dorsal 
vertebrae. This pain is largely produced by the 
movements of the stomach wall, especially of the 
pylorus, induced by the ingestion of food ; such 
movements are communicated to the parietal peri¬ 
toneum with which the stomach wall is in continuous 
lymphatic connection. The acute ulcer has been 
found to be multiple in 54 per cent, of cases, whilst 
the chronic ulcer is solitary in 87 per cent. 

The differential diagnosis. — Hyperchlorhydria .— 
The pain of gastric ulcer is localised, supervenes at 
a definite time after ingesting a meal, and is 
relieved by orthoform (Murdoch). The pain of 
hyperchlorhydria is relieved by food, but returns in 
an hour or two when total acidity has risen. 

Gastralgia .—In this condition pain is often 
independent of taking food, is relieved by firm 
pressure, and rarely relieved by vomiting. In 
young chlorotic women the greatest similarity, 
however, may exist in this symptom, and in some 
cases it may be impossible to fix the diagnosis. 

Acute catarrhal gastritis .—The history of recent 
improper eating or drinking, loss of appetite, fre¬ 
quent violent vomiting, diffused pain and tender¬ 
ness, with constitutional disturbance and fever, 
will render the diagnosis plain. 


Cholelithiasis .—The whole complexion of the 
case should be studied, when it will generally be 
found that definite localisation is absent, paroxysms 
of pain have no reference to food, and that in 
the majority of cases jaundice is present in attacks 
of gall-stones. 

Cancer .—Recent developments in stomach sur¬ 
gery have lessened faith in the parallel columns of 
differential diagnostic points recorded in the text¬ 
books. But continued, hyperacidity is an impor¬ 
tant item in favour of ulcer. 

Intercostal neuralgia .—This condition is settled 
by tenderness along the course of the nerve. 

The gastric crisis of locomotor ataxia. —The 
ocular symptoms taken in conjunction with sudden 
onsets of most severe pain and almost incessant 
vomiting often lasting for two days will leave no 
doubt as to the nature of the condition. 

Duodenal ulcer is often not to be distinguished 
from the gastric form. 

Treatment .—There is only time for glancing at 
the outline of treatment, and this subject I must 
leave largely untouched to-day and resume it at 
the next lecture. 

Cruveilhier was the first to place this disease on 
a firm modern basis of pathology, and also the 
first to formulate a scientific line of therapeutics. 
The indications for treatment depend on the local 
and general conditions of the patient. 

In all cases of gastric ulcer in which haema¬ 
temesis has occurred, the first requisite is physio¬ 
logical rest for the injured organ. Absolute 
starvation for at least two days is strongly to be 
recommended. In debilitated subjects nutrient 
enemata may be commenced after forty-eight 
hours from the cessation of haemorrhage, and 
pancreatic digestion of the eggs and milk used 
should be performed under the physician’s eye. In 
this connection I cannot speak too highly of the 
unparallelled results which I have obtained by the 
use of dried milk. When during the latter part of 
the second and throughout the third of the six 
weeks’ period of treatment (as I shall show in 
detail in the next lecture) milk is used by the 
mouth, the dried product, by reason of the entire 
absence of clot under the action of rennin, stands 
far in the forefront of all other forms of this article 
of diet. The use of proprietary pre-digested foods, 
as also the “ cold method ” of digestion, are to be 
strictly condemned. 

Physiological chemistry has furnished us with 
sufficient light to enable the physician to construct 
a graduated and varied scientific dietary for the 
period of cure, and to this we shall betake our¬ 
selves in the next lecture. 

The medicinal treatment of gastric ulcer shall 
then also occupy our attention, when we shall see 
that at best its results are not greatly effective. 

June 3rd, 1907. 
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DELAYED POISONING BY 
ANESTHETICS.* 

By LEONARD G. GUTHRIE, M.D., F.R.C.P. 


! Dr. Frederick Hewitt, in the latest edition of 
his book ‘ On Anaesthetics ’ has given so admir- 
I able a rtsumi of the subject of delayed poisoning 
I by anaesthetics that it is unnecessary to dwell long 
on preliminaries with which I may assume you all 
to be acquainted. 

I may briefly remind you that Casper in 1850 
said : “ It can no longer be doubted that there is 
such a thing as chronic poisoning by chloroform— 
that is, that the drug, when it does kill, does not 
always kill instantaneously, but that hours, days, 
or even weeks may elapse, during which the person 
anaesthetised remains continuously under the in¬ 
fluence of the poison, to which, at length, he 
succumbs.” 

He quoted cases from Berend’s and Langen- 
beck’s experience, and one of his own in point. 

Then followed reports of fatal cases corroborat¬ 
ing Casper’s views, by various continental surgeons, 
such as Frankel, Bastanielli, Roth, Eisendraht, 
Ambrosius, Thiem, Fischer, Bandler, and Heintz, 
all of whom described the clinical symptoms and 
post-mortem findings in patients who died un¬ 
expectedly after administration of chloroform. 

Investigations on the effects of chloroform on 
animals were made by Ungar, Strassmann, Thiem, 
Fischer, and Ostertag. 

Most of these observations, clinical, pathological, 
and experimental, together with many important 
ones of his own, were collected by Ferdinand 
Schenk in his exhaustive treatise (‘ Zur Todlichen 
Nachwirkung des Chloroforms ’) published in 1898. 

In this country the subject received but little 
attention until within the last two or three years. 


* Delivered before the Society of Anaesthetists. 
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In 1894 the present writer contributed a paper 
entitled “ On some Fatal After-effects of Chloro¬ 
form on Children,” to the ‘ Lancet/ 

Nine fatal cases following administration of 
chloroform to children, in whom the symptoms 
and the condition of organs after death resembled 
those described by continental observers in adults, 
were recorded. 

The author's conclusions, however, were not 
accepted. The fatalities were held to be due to 
carbolic acid poisoning or to pulmonary fatty 
embolism, or both, and not to chloroform at all, 
whilst the symptoms described were regarded as 
emanating from a vivid imagination. 

In 1903 the writer published, again in the 
‘ Lancet,' a second series of four fatal cases, three 
of them in children, in whom he was able to 
exclude carbolic acid and fatty embolism as the 
cause of death, which he attributed to the action of 
chloroform on a morbidly fatty liver . 

Since then there has been no dearth of com¬ 
munications on the subject in this country. In 
1904 Stiles and McDonald read to the Society 
for the Study of Disease in Children an extremely 
valuable monograph on “ Delayed Chloroform 
Poisoning,” giving details of several fatal cases, 
records of experiments on animals, confirming the 
results obtained by Schenk and others, and show¬ 
ing that the views originally held by Casper could 
no longer be regarded as mythical. 

Hitherto all fatalities of the kind had occurred 
after inhalation of chloroform or of Billroth’s 
mixture, but in 1904 an epoch-making paper 
appeared in the ‘Boston Medical Journal’ by 
Brackett, Stone and Low. These authors met 
with fatal cases following administration of ether , 
with symptoms and post-mortem changes similar 
to those previously attributed to the effects of 
chloroform only. Moreover, they were the first to 
recognise that the symptoms of post-anaesthetic 
poisoning are really those of acute and severe 
fatty acid intoxication. 

Their views have since been generally accepted, 
and the literature on post-anaesthetic poisoning for 
the last two years has also been that of acute fatty 
acid intoxication. 

It would be tedious to enumerate all the impor¬ 
tant papers which have appeared recently on the 
subject in this country and abroad. 

One, however, by Messrs. Telford and Falconer, 


in the ‘Lancet’ for Nov. 17th, 1906, needs special 
mention, because it is shown therein that ethyl 
chloride , like chloroform and ether, is capable of 
producing aciduria. 

I may now pass to the 

Symptoms of Post-ancesthetic Poisoning. 

The classical symptoms of delayed poisoning 
by chloroform, and we may add, by other anaes¬ 
thetics, are now recognised as those of acute fatty 
acid intoxication. 

' After recovery from the immediate effects of the 
anaesthetic there is usually a period of lull, lasting 
from twelve to thirty-six hours, during which 
nothing amiss will be noted. 

Then follows a term of wild excitement in which 
the patient utters piercing cries at short intervals, 
grinds the teeth, tosses and struggles, and requires 
constant attention, lest dressings should be torn off, 
or fractured bones displaced. The pupils are 
often dilated, sometimes unequally, the face may 
be pale or flushed, the expression anxious and 
terrified. Consciousness may be lost early and 
never be regained. But sometimes the delirium 
alternates with drowsiness, apathy, and dulness. 
The patient will answer rationally when addressed, 
and usually denies being in pain. 

The eyes become sunken, the face haggard, and 
the abdomen retracted. Thirst is intense ; emacia¬ 
tion is rapid. 

Sometimes screaming, maniacal delirium, and 
restlessness quickly subside, unconsciousness 
deepens to coma, and death occurs from gradual 
failure of the heart and respiration. Meningitic 
or diabetic coma may be suspected. In some the 
stage of excitement and restlessness ends suddenly 
in death from cardiac failure. In some cerebral ex¬ 
citement is absent; death is due to sudden collapse. 
Dyspnoea, or air-hunger, with cyanosis, are occasion¬ 
ally present. The respirations may be sighing or 
irregular, or of Cheyne-Stokes’ variety. 

In cases which are, perhaps, most typical, 
jaundice is observed. But jaundice, on the whole, 
is rare, and when present the symptoms are those 
of acute yellow atrophy of the liver. Petechiae on 
the skin have occasionally been noted. 

Pyrexia is uncommon, but the temperature may 
rise from normal or thereabouts to 105° or 106° F. 
or even higher as the end approaches, especially in 
cases which terminate rapidly. 
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The pulse is quickened, and may become un¬ 
countable, weak, and irregular. 

Vomiting is probably the earliest and most 
characteristic symptom. It is usually copious, 
frequent and persistent. At first it consists of 
watery, and sometimes bile-stained mucus, gastric 
“juice,” and succus entericus. Sooner or later the 
vomit resembles the dregs of beef-tea or coffee- 
grounds, owing to the presence of blood, and 
this black vomit is characteristic of the condition 
under consideration. The urine may be scanty; 
it is rarely suppressed, but may be retained. 
Albumen and casts may be found in it, although 
absent before operation. 

Last, but by no means least, acetone is almost 
invariably present in the urine, and the smell of 
acetone is noticeable in the breath. Sometimes 
the urine also contains diacetic acid. 

The duration of the symptoms varies. They 
may prove fatal in twelve hours or within a week 
from the administration of this anaesthetic. Their 
average duration is three or four days. 

The symptoms in miniature, after operations 
under anaesthetics, are not uncommon in a large 
proportion of cases, but recovery is more frequent 
than death. 

The number of fatal cases hitherto recorded 
does not exceed 100. Some, it may be admitted, 
are attributable to causes unconnected with the 
anaesthesia. On the other hand, it is equally 
certain that many fatalities have been ascribed to 
shock, delayed or otherwise, to sepsis, fat embolism, 
and to the effects of carbolic acid, mercury, and 
iodoform used preparatory to, or in the course of, 
operations, whereas the anaesthetic itself has pro¬ 
bably been to blame. 

Further, one has no hesitation in saying that the 
number of cases reported of delayed and fatal 
poisoning by anaesthetics by no means represents 
the whole. 

The recognition of any morbid condition or 
disease is usually followed by the discovery that it 
is less rare than at first it seemed to be, and this 
appears to be the case with regard to delayed 
poisoning by anaesthetics. 

Nature of Operation and Condition of the Patient 
at the Time . 

The nature of the operation appears to have but 
little bearing upon after-events. For although in 


a large proportion of cases the operation has been 
one of extreme urgency in order to relieve, for in¬ 
stance, fulminating appendicitis and other acute 
suppurative conditions in the abdomen, and al¬ 
though the patient’s condition has been desperate 
at the time, this has not been the case with all. 

Fatalities now attributed to delayed poisoning 
by anaesthetics have followed operations of mere 
expediency and of the simplest character performed 
upon patients who seemed to be in the best of 
health. 

My own series fairly represents the kind of 
operations which are performed daily without mis¬ 
giving. 

It includes tenotomy for infantile paralysis, 
division of webbed fingers, excision of naevus, 
osteotomy for genu valgum, erasion of knee, cure of 
congenital hydrocele, lithotomy, evacuation of post¬ 
pharyngeal, psoas, iliac and other abscesses. 

Some, but certainly not all, of the patients were 
rickety. In the great majority the heart and 
kidneys have been healthy. 


Post-mortem Appearances in Delayed Chloroform 
Poisoning ,. 

The most characteristic and almost invariable 
appearance after death due to delayed chloroform 
poisoning is in the liver. The organ is strikingly 
pale. Sometimes it is of bright canary colour, 
sometimes it is fawn coloured, studded and streaked 
with minute purple specks and lines. It may be 
large, normal, or reduced in size. It is intensely 
fatty, and if sections are stained with Sudan or 
osmic acid the liver-cells are seen to be crowded 
and distended by oil-globules of various sizes. 
Sometimes the fat is most evident in the central, 
and sometimes in the peripheral part of the 
lobules. 

The nuclei of the cells usually, but not always, 
stain well with haematoxylin. Occasionally they 
show signs of cloudy degeneration. 

Sections from which the fat has been washed 
out, or dissolved by spirit, look like a pale network 
with rounded meshes. The cells are vacuolated; 
their nuclei alone stain with logwood. This 
appearance may have led some to dispute the 
invariable presence of fatty liver in these cases. 
But I believe it to be constant in all true instances 
of the kind. 

Preparations of sections in paraffin, of course, also 
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prevent demonstration of fat. Whether the changes 
are due to fatty infiltration or fatty degeneration 
is still a matter of opinion. 

It is difficult to decide where the one process 
begins and the other ends. Recent researches 
have shown that many of the conditions formerly 
described as fatty degenerations are really of the 
nature of fatty infiltrations. 

To use Professor J. B. Leathes’ expressions, 
“ Fatty degeneration is not a degradation conver¬ 
sion of the proteids of the cells into fat, but in 
fatty heart and liver the fat has been transported 
from the connective tissues and dumped down, so 
to speak, for the purpose of supplying a source of 
energy to the organ, from where it was only storage 
fat, to where it would be used up if the catabolic 
activity of the cells were normal; but the catabolic 
changes which liberate energy by the demolition of 
fatty acids fail, and the imported fat accumulates 
because it cannot be used up.” * 

Professor Leathes’ views have an important 
bearing on the explanation of deaths following the 
administration of chloroform. I shall return to 
the subject presently. 

In a few cases death has been ascribed to 
acute yellow atrophy of the liver set up by the action 
of chloroform. In all cases which I have myself 
examined, the changes in the liver have not 
resembled those of acute yellow atrophy, but have 
been those of intense fatty infiltration, with some¬ 
times slight cloudy degeneration of the hepatic 
cells. But, undoubtedly, in ten or twelve cases 
recorded by Schenk and Ballin, the post-mortem 
appearances have been those of acute yellow 
atrophy. 


Changes in other Organs. 

The heart may show no abnormality, but occa¬ 
sionally it is found fatty, and the muscular striae 
may be granular and indistinct. 

The kidneys often show marked cloudy degenera¬ 
tion and fatty change in the renal parenchyma. 

The lungs show no characteristic changes. 

The gastric mucosa may present minute haemor¬ 
rhages, and slight fatty and degenerative changes 
have occasionally been observed in its glands. 

The blood in some cases resembles watery 
prune-juice, but this is not pathognomonic of any 
fatal disease. 

* * Problems in Animal Metabolism.' 


The essential features, therefore, found after 
death attributed to delayed chloroform poisoning 
are profound fatty metamorphosis in the liver with 
cloudy degeneration and fatty changes in the 
kidneys; whilst the characteristic symptoms are 
those of acute fatty acid intoxication associated 
with excretion of acetone by the breath and 
kidneys. 

We have therefore to decide : 

(1) The relationship between the post-mortem 
findings and the symptoms. 

(2) The part played by the anaesthetic in caus¬ 
ing both. 


Relationship between Symptoms and Pathological 
Findings. 

Are the symptoms consistent with the post-mortem 
changes ?—The symptoms are those of acute in¬ 
toxication by fatty acids. They may occur quite 
apart from the administration of an anaesthetic. 

Fatty acid poisoning (aciduria, acetonuria, and 
acetonaemia, as it is also termed) is believed to be 
the cause of diabetic coma. 

It is rarely fatal except in diabetes and in the 
cases with which we are now concerned. 

Acetone itself is harmless, but its precursors 
0 -oxybutyric and diacetic (aceto-acetic) acid, are 
highly noxious, and to these the symptoms are due. 

They all result from imperfect metabolism or 
oxidation of fat, 0-oxybutyric and diacetic acid 
being less oxidised products of fat than acetone. 

The old view that acetone, etc., are derived from 
proteids and carbohydrates is now discarded. 

Acetonuria is met with in diabetes , starvation, 
malignant cachexia, peritonitis , gastric ulcer , and 
other abdominal diseases, in sepsis, acute and 
1 chronic, and occasionally in pneumonia. It is 
j found after poisoning by phloridzin , salicylate of 
sodium, and morphine . In the dog it has been 
produced by fright, and it has also been artificially 
induced by the ingestion of fat (oleic acid). 

Professor Leathes says: “ In practically all 
! forms of acetonuria, increasing the amount of fat 
in the food intensifies the condition. The dis¬ 
order in acetonuria seems to consist in the failure 
of the organism to carry out the final steps in the 
progressive oxidation of fatty acids and brought 
about by overtaxing its powers ” {op. at.) 

In practically all the diseases and conditions 
mentioned, under which acetonuria occurs, we find 
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evidence of deficient oxidation, whilst in many, 
notably those of sepsis of all kinds, and.in starva¬ 
tion and diabetes, the liver is found excessively fatty. 

Now, as fatty acids and acetone are derived from 
imperfect oxidation of fat, we are justified in 
believing that the more fat which is present to be 
oxidised in the organism, the greater is the risk of 
poisoning by its imperfect oxidation. 

Moreover, the liver, being the chief seat of fat 
metabolism and oxidation, may be regarded as the 
source of fatty acid poisoning, particularly when, 
as in these cases, the liver after death is invariably 
found to be surcharged with fat. 

Hence the connection between the symptoms 
of acute acid poisoning and fatty liver seems clear. 

Further evidence of this connection seems to be 
afforded by the condition known as cyclical or 
periodic vomiting with acetonuria seen in children. 

The symptoms are practically the same as those 
of a minor degree of post-anaesthetic poisoning, 
and the credit of recognising the fact is due to 
Messrs. Brackett, Stone, and Low. 

The disease—cyclical vomiting—however, is 
hardly ever fatal, although the incessant vomiting, 
extreme prostration, and rapid emaciation which 
attend it often bring the patient very low. But 
the important point is that in the few cases of 
fatal cyclical vomiting in which an autopsy has been 
obtained, the liver, kidneys, and other organs have 
disclosed fatty and degenerative changes precisely 
similar to those met with in cases of delayed 
poisoning by anaesthetics.* 

Cyclical vomiting has been regarded as a pure 
neurosis akin to migraine, and as a toxaemia of 
intestinal origin, and as evidence of hepatic inade¬ 
quacy. The neurotic temperament and a family 
history of neuroses are certainly present in many 
cases of cyclical vomiting, but the symptoms and 
post-mortem appearances suggest that in some 
cases, at least, the liver becomes periodically stored 
with fat, which it is unable fully to metabolise. 

Hence may arise storms of cyclical vomiting, 
which are over as soon as the store of imperfectly 
oxidised fat has been discharged by the kidneys 
and bowels. 

Such cyclical storms may occur simply because 
the liver is over-taxed in attempting to deal with 

* Griffith, “Recurrent Vomiting in Children,” ‘Journ. 
of Amer. Med. Sci.,’ 1900, p. 553 ; Langmead, ‘ Brit. Med. 
Journ.,’ 1905, p. 350. 


the excess of fat in its cells, resulting from an over¬ 
fattening diet, as, for instance, in the case of 
rickety, or thin and crippled, children, who are 
almost invariably plied with too much fat; or, 
again, hepatic metabolism of fat may be stayed by 
the action of intestinal toxins or micro-organisms ; 
or by disturbance of the central nervous system by 
shock or fright; or by the direct effect of poisons 
or anaesthetics upon hepatic cellular activity. 

In all cases, if fatty degeneration (so-called) is 
the result, according to Professor Leathes’ teaching, 
not of direct conversion into fat of the hepatic 
cells, but of imperfect metamorphosis of fat already 
stored in them, it follows that the more fat there 
is present in the liver cells, the more the organism 
will suffer from the effect of the imperfect meta¬ 
bolism of such fat. 

We may therefore conclude that the symptoms 
of fatty acid intoxication which characterise delayed 
poisoning by chloroform and other anaesthetics 
are consistent with the fatty changes found in the 
liver and elsewhere after death. 


The Part played by the Anesthetic in causing 
Symptoms of Acid Poisoning . 

In the case of chloroform the explanation seems 
at first sight simple. As regards production of 
acetonuria by chloroform and other anaesthetics: 

Becker (‘ Deutsch. med. Woch.,’November 19th, 
I 9°5) examined between 1400 and 1500 specimens 
of urine from patients after anaesthesia, and found 
that acetonuria was produced in healthy subjects— 
especially children—and when already present, as 
in cases of diabetes, was increased. The duration 
of the narcosis he considered to be of no import¬ 
ance—an observation since confirmed by Telford 
and Falconer, and others. 

Nachod (‘Arch. f. klin. Chir.,’ 1895, Bd. 1) 
found acetonuria in thirty out of fifty-seven cases, 
seldom lasting more than three days ; in fourteen 
cases aceto-acetic acid was present as well as 
acetone in the urine. 

Abram Hill (‘Journ. of Pathol, and Bact.,’ 
January, 1896) found acetonuria in 64 per cent, 
of cases—in sixteen out of twenty-five examined 
by him. He also states that the quantity of the 
anaesthetic used bears no relation to the degree 
of acetonuria. 

But Luzatti found that the acetonuria was. in 
proportion to the amount of chloroform inhaled. 
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Hill found that ether always causes acetonuria, J 
but to a less extent than chloroform. 

Brackett, Stone, and Low (‘ Boston Med. and 
Surg. Journ.,’ July 7th, 1904) found acetone and 
diacetic acid in the urine after etherisation . 

Lewis Beesly more recently (‘ Brit. Med. Journ.,’ 
May 19th, 1906), in an extremely valuable contri¬ 
bution to the subject, showed that a certain degree 
of fatty acid intoxication takes place after every 
surgical operation in which a general anaesthetic is 
given. 

He examined the urine of a large number of 
children aged from 4 to 12 years, before and after 
anaesthesia, and found that both ether and chloro¬ 
form invariably produced a temporary acute aceto¬ 
nuria, which may be extremely detrimental even to 
an apparently healthy subject. 

He concluded also that acute anaesthetic aceto¬ 
nuria is accompanied by symptoms of acid intoxica¬ 
tion sometimes ending in death, but that the 
fatalities depend largely on the powers of the 
kidneys to excrete and eliminate the poisons. 
He found that although ether may produce 
greater acetonuria than chloroform, it is less 
dangerous than chloroform, because less injurious 
to the cells of the liver and kidneys ; and for this 
reason ether does not hinder their powers of 
elimination. 

He holds, also, that the usual risks of anaesthesia 
are not increased by pre-existent chronic acetonuria, 
because the kidneys have become used to its 
elimination; but that anaesthesia is dangerous 
with pre-existent acute acetonuria, especially if the 
anaesthetic used is chloroform. 

E. D. Telford and J. J. Falconer (‘Lancet,’ 
November 17th, 1906), examined the urine in 143 
cases after anaesthesia and conclude that chloroform ,, 
ether) and also ethyl chloride may produce a tem¬ 
porary aciduria in the vast majority of cases, and 
that there is no relation between the duration of 
the aciduria and the length of time during which 
the anaesthetic is administered. 


We may next pass to 

The Effects of Chloroform and other Ancesthetics in 
producing fatty Metamorphosis in the Liver 
and other Organs. 

The pathological effects of long-continued ad¬ 
ministration of chloroform have been investigated 
by Ungar and Strassman, Thiem and Fischer,* 
and also by Ostertag, of Berlin.t The results of 
chloroforming several animals for an hour or so 
during a period of many days were thus summed 
up by Ostertag : (1) Fatty degeneration of organs, 
especially fatty infiltration of the liver, and fatty 
metamorphosis of the cardiac and skeletal muscles, 
kidneys, and stomach ; (2) these fatty changes 
were considered to be due to the action of chloro¬ 
form upon the blood (destruction of red corpuscles) 
and upon the tissue cells ; (3) some individuals 
were found to show a greater susceptibility to 
chloroform than others, and to succumb at an 
earlier period to its effects ; (4) the fatal effect 
was due to cardiac failure or paralysis, occasionally 
accompanied by slight anatomical lesions of the 
myocardium, and also to gradual carbonisation of 
the blood. Ungar and Strassman described similar 
fatty changes, without, however, appreciable altera¬ 
tion in the blood. These researches appear to prove 
that the results of long-continued administration 
of chloroform are to produce fatty changes in the 
body generally, and in the liver in particular. 
More recently these experiments on animals have 
been repeated, and the results confirmed by 
Heintz,J by Bandler,§ and by Ferdinand Schenk, || 
who examined the livers of animals at the begin¬ 
ning of chloroform narcosis and some days or 
weeks subsequently, and found that the fat which 
appeared in the organs a few hours after inhalation 
sometimes did not disappear for days, or even 
weeks. Ether gave rise to similar changes, but to 
a less extent. 

In this country Harold Stiles and Stuart 
McDonald have repeated the experiments of 


Conclusions as to production of Acetonuria and 
acute Acid Poisoning by Ancesthetics . 

We have thus abundant evidence from the in¬ 
vestigations of many observers that chloroform, 
ether, and ethyl chloride will induce acetonuria, or 
fatty acid poisoning, which, under certain condi¬ 
tions, may prove fatal. 


* ‘ Deutsche Medicinische Zeitung,’ 1889, p. tin. 
f 41 Pathologisches Institut,” ‘ Virchow s Archiv,’ voi. 
cxviii, p. 2, 1889. 

X Rotterdam, 4 Inaug. Diss.,’ 1896. 

§ 4 Mittheilungen aus dem Grenzgebiet der Medicin 
und Chirurgie/ 1896. 

|| “ Zur Todlichen Nachwirkung des Chloroforms,” 
Zeitschrift fur Heilkunde,’ 1898, p. 93. 
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Schenk and others upon animals, and have con¬ 
firmed their results. 

Like Schenk, they began their experiments by 
excising a small piece of liver under ether before 
submitting the animal to chloroform. 

On comparing sections of the liver removed 
before and after chloroform anaesthesia, they found 
that the former sections showed little or no fatty 
changes whereas in the latter they were extreme. 

In animals killed after inhalation or subcutaneous 
injection of ether fatty changes were absent or 
extremely slight in comparison with those found 
after chloroform anaesthesia. 

In experiments with chloroform, two rabbits 
weighing 5 lb. 2 oz. and 3 lb. 12 oz. were injected 
with 2 c.c. of pure chloroform. One died 75 
hours and the other between 80 and 90 hours after 
the operation. Post mortem, intensely fatty changes 
were found in the liver, and conditions in the 
kidneys and heart similar to those described by 
most observers. 

It will be noticed that this dose of chloroform 
—2 c.c.—was a large one for animals of these 
weights. It was probably larger in proportion than 
that which is absorbed at one time by any human 
being during inhalation of chloroform. 

But all these experiments show conclusively 
that the post-mortem appearances after death from 
so-called delayed chloroform poisoning can be 
directly produced by that anaesthetic. 

We have already concluded that the symptoms, 
acetonuria and acute acid poisoning, are also 
directly produced by chloroform ; and that the 
symptoms are in accordance with the pathological 
condition—fatty metamorphosis of the liver and 
other changes—found after death. 

The question which remains for discussion is: 
Whether in fatal cases in which the symptoms and 
pathological conditions are present the anaesthetic 
is solely responsible ? 

It would seem that, were they always produced, 
chloroform inhalation would be invariably fatal. 

But fatal cases are rare, and therefore before 
imputing them entirely to the effects of chloroform 
and other anaesthetics, other possible factors must 
be excluded. 

Such factors have been held to be — 

(1) Carbolic acid and other disinfectants used 
before, or during, or after the operation. 

(2) Pulmonary fatty embolism. 


(3) Sepsis, either preceding and necessitating 
the operation, or inoculated at the time of opera¬ 
tion. 

(4) Idiosyncrasy , or individual susceptibility to 
the action of the anaesthetic. 

(5) A pre-existent and morbidly fatty condition of 
the liver, which becomes inadequate to oxidise the 
fat contained therein owing to the disturbance of 
metabolism occasioned by the anaesthetic. 

(6) Shock . The part played by shock resulting 
from the operations cannot be altogether ignored 
in the causation of death, yet in all cases but one 
in my own series the symptoms of shock were not 
profound. The amount of collapse was not greater 
than might be expected after lengthy and severe 
operations. The patient in whom shock was most 
pronounced was the only one in my own series of 
cases who recovered. 

Carbolic acid .—In some of the earlier cases 
recorded by myself in 1894 it was difficult to ignore 
the influence of carbolic poisoning altogether. 

Practically all patients on whom operations were 
performed in those days suffered from carboluria, 
and, hence, although the symptoms were unlike 
those of fatal carbolic acid poisoning, they were 
attributed by competent authorities entirely to this 
cause. 

Without denying that carbolic poisoning may 
have contributed to the fatal results in some cases, 
it is certain that similar symptoms (with the excep¬ 
tion of carboluria) and results, and post-mortem 
conditions, may occur when carbolic acid has not 
been used at all. The same remark applies to 
iodoform and mercury. 

Fatty pulmonary embolism, when looked for, 
has not been found to an extent sufficient to 
account for the symptoms, though in some cases it 
has been present in slight degree. 

Sepsis . — The part played by sepsis, whether 
acute or chronic, is extremely hard to decide. 
For in many cases, as Styles and McDonald point 
out, acute sepsis—for example, in fulminating 
appendicitis and other acute suppurative abdominal 
affections—has complicated the effects of anaes¬ 
thesia. 

But all fatal cases have not been of this character. 
Deaths have occurred with all the usual symptoms 
and typical post-mortem appearances after simple 
operations, such as tenotomy, division of webbed 
fingers, and osteotomy in children apparently in 
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perfect health. Acute sepsis by inoculation at the 
time of operation can be excluded in these. Its 
existence has frequently been negatived by careful 
post-mortem investigation. 

Idiosyncrasy .—Individual susceptibility to the 
action of chloroform is held by many to account 
for fatalities which seem otherwise inexplicable. 

In the case of animals, Ostertag, Heintz, and 
others have found that some are more prone than 
others to succumb to the after-effects of chloroform, 
but have offered no explanation of the fact. 

Nachod, who made extensive observations on 
the urine of patients after chloroform anaesthesia, 
attributed variations in the behaviour of the kidneys 
towards chloroform to idiosyncrasy. 

Stiles and McDonald and Beesly accept idio¬ 
syncrasy as a valid and satisfactory explanation. 

Brackett, Stone, and Low attribute apparent 
susceptibility of individuals to the after-effects of 
anaesthetics to certain underlying causes at present 
undetermined. 

An appeal to idiosyncrasy implies a pious attitude 
of resignation which is opposed to scientific inquiry. 
We would wish to know what are the underlying 
conditions on which the supposed idiosyncrasy 
depends. 

It is true that certain persons are more sus¬ 
ceptible than others to the action of drugs such as 
quinine, arsenic, iodides, morphine, and mercury, 
but I do not know of a single instance in which 
such susceptibility to ordinary doses of these drugs 
proved fatal, except in cases in which their ex¬ 
hibition was contra-indicated owing to underlying 
conditions ignored or unrecognised. For instance, 
I have known a case in which respiratory failure 
following a small injection of morphine was 
attributed to idiosyncrasy, but the patient was 
suffering from cerebral tumour. Again, a man 
suffered from symptoms of most acute mercurial 
poisoning after taking a few one-eighth of a grain 
doses of green iodide of mercury, but on inquiry it 
was found that he had been taking mercury on his 
own account for many months previously, and the 
mercury was doubtless liberated by the iodide 
subsequently prescribed. 

Similarly, acute lead poisoning may be set up 
by giving a few doses of iodide of potassium to a 
patient in whose tissues lead has been already 
accumulated. 

Idiosyncrasy to the effects of drugs in ordinary 


doses is usually seen in neurotic and emotional 
persons. But they do not die in consequence— 
they only change their doctors. 

A negative proposition is impossible to prove, 
so we cannot say that no person ever died solely 
from idiosyncrasy to the action of drugs in ordinary 
doses. 

But one would hesitate to accept any positive 
instance to the contrary without close investigation. 

Hence we must assume that in cases of supposed 
fatal idiosyncrasy to the delayed action of anaes¬ 
thetics there is an underlying cause. 

What is the underlying Cause l 

The view suggested by Verneuil and Bandler is 
that the underlying and predisposing cause of 
fatalities after chloroform anaesthesia is a pre¬ 
existent and morbidly fatty condition of the liver . 

It may be supported on the following grounds: 
Although prolonged inhalations of chloroform, or 
large doses given subcutaneously, undoubtedly 
produce general fatty metamorphosis, it is difficult 
to believe that such profound changes as are found 
in some cases after death, can be induced by small 
doses (5ss—5j) and short periods of inhalation— 
not exceeding a quarter of an hour; yet such 
changes have been found in these circumstances. 

Ether, unlike chloroform, is not capable of pro¬ 
ducing advanced fatty changes, yet they have been 
found apparently to the same extent after deaths 
following inhalation both of ether and of chloro 
form. 

Therefore such fatty metamorphosis must have 
preceded anaesthetisation by ether , and, this being 
so, it is more than probable that it pre-existed in¬ 
halation of chloroform. 

Not a few of the cases recorded by myself and 
others had previously undergone chloroform anaes¬ 
thesia without ill-effects ; it was a second adminis¬ 
tration which proved fatal. Therefore it is reason¬ 
able to suppose that “ the underlying cause ” was 
present in the second instance, though not in the 
first. 

In chloroform cases, fatal results have been 
attributed by Schenk to repeating the inhalation 
before the fatty changes produced thereby have 
had time to disappear. 

Hence, again, one is driven to conclude that a 
fatty condition of the liver is pre-existent in all fatal 
cases following anaesthesia, and that this both con- 
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stitutes “ the underlying cause at present undeter¬ 
mined,” and explains the supposed idiosyncrasy 
which renders animals and human beings unduly 
susceptible at one time, though not at another, to 
the after-effects of anaesthetics. 

I am, of course, aware that Lengemann has 
stated that the amount of chloroform given to 
animals makes little difference in the extent of fatty 
degeneration produced in different organs. He 
decided that whilst a certain amount of chloroform 
must be in the circulation before fatty degeneration 
can be produced, yet this quantity is always present 
when sufficient chloroform has been given to produce 
narcosis. 

I do not know whether this remarkable con¬ 
clusion has been confirmed by other observers, j 
but, if correct, it is obvious that every time I 
narcosis is induced by chloroform extensive fatty 
changes in all organs are the necessary consequence, 
whether the dose of chloroform be large or small, 
and whether the duration of anaesthesia be long or 
short. And, if so, it follows that the fatty changes 
produced by chloroform in ordinary doses and 
when given for limited periods are, in the vast 
majority of cases, harmless. 

If otherwise, chloroform narcosis should in¬ 
variably be followed by death. Therefore, when 
chloroform narcosis proves fatal after short and 
uneventful administrations, death cannot be due 
solely to the physiological action of the drug, but 
must depend upon other underlying factors. And 
of these, the most probable seems to be a liver on 
the verge of inadequacy owing to the presence of 
excess of fat in its cells. 

It is reasonable to suggest that the varying 
susceptibility of animals to the influence of chloro¬ 
form may depend upon the amount of fat already 
stored in the liver at the time of operation. 

In one of Stiles and McDonald’s experiments 
a portion of a “ rather small and poorly nourished 
rabbit’s ” liver was excised under ether and found 
to be fatty. The animal was subsequently chloro- I 
formed and killed next day, when the fatty changes 
in the liver were found to be very distinctly more 
marked. In comment they say: “This case, 
however, has not been studied in detail, as the 
fatty changes present before operation seem to 
vitiate the experiment.” Had not the animal been 
killed it is possible that it would have succumbed 


not in consequence of idiosyncrasy to the drug. 
Investigations on the action of anaesthetics on 
animals whose livers have been rendered fatty by 
phloridzin, phosphorus, and starvation are to be 

I desired. 

| Causes which determine Fatty Liver. 

; Acute sepsis and chronic suppurative condi¬ 
tions, diabetes, rickets, starvation, are all well- 
known causes of fatty liver. Therefore, it is at 
least probable that when operations for these con¬ 
ditions are performed under anaesthetics, the fatty 
state of the liver found after death preceded the 
operation. 

Excessive ingestion of fat and fattening food , 
coupled with want of exercise—the common fate 
of rickety and crippled children—are again calcu¬ 
lated to produce a fatty liver, for which the anaes¬ 
thetic used at operations is not wholly responsible. 

Cyclical vomitings with acetonuria, in the few 
fatal cases recorded, has tfeen found to be asso¬ 
ciated with fatty changes in the liver and elsewhere, 
comparable to those attributed to chloroform. 
Hence, when operations under anaesthetics are 
performed on patients who are subject to cyclical 
vomiting, it is again probable that the fatty liver 
found after death was present before the operation. 

I conclude, therefore, from these considerations, 
that in the majority of cases in which a fatty liver 
is found after anaesthesia, the condition—at all 
events to some extent—preceded operation, and 
that it was intimately connected with the fatal 
result of anaesthesia. 

It has recently been suggested that administra¬ 
tion of chloroform vapour in unduly large percentage 
may account for these fatalities. In the writer’s 
own experience this was certainly not the case, 
and if it were otherwise, deaths after chloroform 
would be more frequent than they are. Neverthe¬ 
less, a percentage of chloroform vapour which is 
safe for one may be dangerous to another whose 
liver happens to be fatty. 

* Conclusions. 

And now to sum up : We have seen first that 
the symptoms of so-called delayed poisoning by 
chloroform, ether, and ethyl chloride are those of 
acute fatty acid intoxication. 

Secondly, that practically in all fatal cases the 


to the effects of chloroform on its fatty liver, and 


post-mortem examination reveals extensive fatty 
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changes in the liver, fatty and necrotic changes in 
the kidneys and sometimes in the heart. 

Thirdly, that the fatty acids which produce the 
symptoms, namely / 3 -oxybutyric and diacetic acid, 
which are the highly poisonous precursors of 
acetone, are themselves the result of insufficient 
oxidation or imperfect metabolism of fat. 

Fourthly, that fat in excess must be present 
somewhere in order to give rise, by its imperfect 
metabolism, to fatty acid intoxication. 

Fifthly, that the liver, being the chief seat of 
metabolism of fat, must naturally be the chief 
organ suspected. 

Sixthly, that all, or nearly all, the diseases and 
conditions under which operations followed by fatal 
symptoms of acid poisoning have been performed, 
are those which are known to be associated with 
fatty liver. 

And these diseases are sepsis, acute and chronic, 
and diabetes; rickets and infantile paralysis which 
have been treated by over-fattening and under- 
exercise; also, probably, conditions such as alco¬ 
holism, and certainly, starvation. 

Cyclical vomiting with acetonuria, is, I believe, 
an important addition to these, and one which, 
again, in the few fatal cases recorded, is associated 
with fatty liver. 

The objection to these views which naturally 
arises in our mind is that many persons whose 
livers are presumably fatty undergo operations 
under anaesthesia without ill consequences. In 
answer it may be urged that poisons are deadly in 
accordance with their dose. Some persons may 
generate more fatty acids than others. Even when 
metabolism is imperfect, as instanced by the pre¬ 
sence of acetonuria—as, for example, in cases of 
chronic sepsis or diabetes,—no ill results may 
accrue from the anaesthetic provided that elimina¬ 
tion of the poisons by the kidneys and bowels is 
sufficient. 

But when a liver on the verge of inadequacy to 
deal with the fat accumulated in it from various 
causes, is subjected to the breaking strain of an 
anaesthetic, which decreases still further powers of 
oxidation and metabolism already deficient; when, 
again, the anaesthetic is chloroform, which has 
itself a specific action in inducing fatty changes in 
the liver and other organs, and in interfering with 
the renal function of elimination, the anaesthetic 
may act as the “ last straw.” 

Allusion may again be made to the valuable 
observations of Beesly, that anaesthesia by chloro¬ 
form is particularly dangerous in the presence of 


acute acetonuria , though less harmful in cases of 
chronic acetonuria , because the kidneys have 
become used to eliminate the noxious products of 
fatty metabolism. 

As regards the danger of anaesthesia in children 
subject to cyclical vomiting with acetonuria, atten¬ 
tion may be drawn to Telford and Falconer’s 
experience that anaesthesia was uneventful in two 
such cases after an attack of cyclical vomiting was 
over. 

The inference is that, if the anaesthetic had been 
given at the onset of a storm of cyclical vomiting, 
the result might have been disastrous. 

The storm no doubt had cleared the system of 
acid poisons for the time, and so the anaesthetic 
proved safe. 

Finally I may remark that the amount of acetone 
and diacetic acid excreted in the urine is not in 
direct proportion to the severity of the symptoms. 

As Beesly points out, it is delayed excretion , not 
active excretion , which creates the danger. 

It is difficult to decide how far the anaesthetic 
! and how far the irritating fatty acids are responsible 
! for morbid conditions of the kidneys which interfere 
with elimination. 

I may be accused of labouring a mere theory in 
insisting on the pre-existence of a fatty liver in 
order to account for unexpected death after 
anaesthesia. 

In defence I can only say that I care nothing for 
theories in the matter unless they bear an out¬ 
come of practical value. 

The practical conclusions offered are : (1) Opera¬ 
tions should be delayed when possible if a fatty 
| liver be suspected. It may be suspected in 
subjects of rickets and infantile paralysis who 
have been overfed with fattening food and under¬ 
exercised ; in cases of sepsis and diabetes, and 
when a history of cyclical vomiting is obtained. 
(2) When a child has recently vomited apparently 
without cause, an intended operation should be 
postponed. This precaution has been neglected 
in many fatal cases recorded. (3) When fatty 
liver, is suspected the patient should be kept for 
some days on a diet restricted in fats. (4) Bicar¬ 
bonate or citrate of soda should be given mean¬ 
while in order to neutralise fatty acids which may 
be present. Mild purgation may be beneficial. 

(5) Starvation will give rise to acute acetonuria, 
therefore nutrient enemata should be given two 
hours before and immediately after an operation. 

(6) Although any general anaesthetic may be 
dangerous in the presence of a fatty liver, chloro¬ 
form is most dangerous of all on account of its 
specific action on the liver and kidneys. 

The treatment of acid intoxication following 
operations should be by venesection, saline trans¬ 
fusion, and by clysters of solution of bicarbonate 
of sodium. 

• June 10th, 1907. 
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SYPHILIS OF THE TONGUE AND 
CANCER. 

A Surgical Demonstration at the Medical Graduates’ 
College and Polyclinic. 

By CHARLES RYALL, F.R.C.S.Eng., 
Surgeon to the Cancer Hospital and to Out-patients, 
London Lock Hospital. 


The first case this afternoon is one brought by 
Dr. Stewart for consultation. He is a man, jet. 45 
years, who came under Dr. Stewart’s notice on 
January 20th, this year. At that time he was 
suffering from ulceration of the rnouth, and also a 
decayed tooth, which latter had to be extracted. 
This man gives a history of inflammation and 
trouble there for five years. You will notice now 
a good deal of induration on the inner side of the 
right cheek, and when the man puts out his tongue 
you can see marked leukoplakia. The condition 
of the tongue makes me suspicious of some trouble 
in the bygones, but I cannot find any scarring on 
the soft palate, nor is there anything in the history 
which he gives to account for the condition of the 
tongue. He shows marked ulceration, induration 
and infiltration, implicating the ascending ramus 
of the mandible on the right side, extending down¬ 
wards on to the alveolar ridge, and also affecting 
the cheek, soft palate, and superior maxilla on that 
side. There is a good deal of fixation as he can¬ 
not open his mouth very well. He does not 
complain of much pain, but to my mind every¬ 
thing points to the trouble being epithelioma. 
There is not a great deal of implication of the 
glands of the neck, though there is some, but the 
extent of glandular implication in these cases is 
exceedingly deceptive, because in affections about 
the mouth, especially as far back as this one, you 
get the deep and less perceptible glands affected, 
particularly so those about the bifurcation of the 
common carotid. The fact that a carious tooth 
had to be extracted is a point of importance, as 
you must know that epithelioma frequently arises 
from the irritation of such, and in all probability 
the disease began in this case at the site of the 
last molar tooth. The only other thing that it 
could possibly be, apart from epithelioma, is a 
tertiary syphilitic lesion, but in tertiary lesions you 
do not find the marked infiltration that is present j 
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in this case. My view is that it has gone too far 
for radical operation to be successful, and I do not 
think that there would be much chance of getting 
the whole disease away. 

As a palliative measure in the treatment of such 
cases, ligation of the main arterial trunk supplying 
the affected part has been tried, and is known as 
the “ starvation treatment,” as advocated by 
Dawbarn. This particular growth will be fed 
chiefly by the external carotid, but as there is 
always free anastomosis between the external and 
internal carotids and other vessels of the head and 
neck I do not think that mere ligation of the 
external carotid would benefit him very much. 
The difficulty of anastomosis can be got over by 
injecting the main trunk with some substance that 
will cause thrombosis in its branches and their 
ramifications, after which the artery can be tied. 
Preparations of hard and soft paraffin, of which I 
have had some experience, have been tried with 
some success. Cutting off the main blood-supply 
undoubtedly relieves pain, as well as possibly 
retarding the growth, and if this man suffered much 
in the way of pain one would certainly feel justified 
in recommending the “starvation treatment.” 

You will notice that he hks very marked leuko¬ 
plakia, or superficial glossitis. The presence of 
this makes me very suspicious of his having 
suffered some time or another from a chancre, 
though there is no history of such. Not infre¬ 
quently people have had syphilis in the past, but 
it has caused so little trouble, and the symptoms 
have cleared up so rapidly under treatment that 
not much consideration has been given to it by 
the patients, and in time it is forgotten. This is a 
question of the greatest importance and must not 
be overlooked in any case where you suspect a 
syphilitic history. 

There is no lack of material this afternoon, but 
though it is difficult to find sufficient time in which 
to thoroughly go into these cases, yet we shall 
have a good opportunity of comparing various con¬ 
ditions. My difficulty is that perhaps months 
before the date of the demonstration I have many 
cases which would be of interest to you, but at the 
same time they require operation or treatment, 
and I therefore cannot keep those patients waiting, 
especially if they be cases of malignant disease. 
Consequently, on the eve of the Polyclinic meeting 
I have to go round and collect what cases seem to 
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be interesting to show you, and therefore I find I 
do not always have the opportunity of keeping and 
showing things as interesting as I should like. 

To-day I shall discuss the subject of syphilis and 
malignant disease of the mouth. With regard to 
syphilitic affections of the lip, occasionally it is the 
misfortune of a person to get a primary sore, but I 
do not intend to discuss this lesion, nor need I say 
much about mucous plaques of the secondary stage. 
Somewhat rarely one finds a tertiary ulceration 
affecting the lip, and very often implicating either 
angle of the mouth. These cases of tertiary ulcera¬ 
tion (of the lip) sometimes lead to errors in dia¬ 
gnosis. To-day I shall show you a case of ulcer 
of the lip which might possibly lead to such an ! 
error, and also a tertiary ulcer which did lead to ! 
an error in diagnosis. I 

Some time ago I had a man suffering from 
tertiary ulcer of the lip. In some parts the ulcera¬ 
tion went on to fungation, and in others to infiltra¬ 
tion. To all outward appearances the trouble was 
epithelioma, especially as there were enlarged glands 
beneath the jaw. He was sent to me, having 
already applied to another hospital, where treat- . 
ment was said to be out of the question. So far I 
the only point which appears to have been con- 1 
sidered in connection with the case was whether 
anything surgical could be done, and the decision 
was in the negative. On going into his history I 
found that he had a “ past, 11 and on examining the 1 
ulcer (on his lip) I found there was a tendency to 
the occurrence of cicatrisation, and that there was 
some pigmentation where this cicatrisation had 
occurred. That was quite sufficient to arouse my 
suspicions, and to make me think that the condi¬ 
tion might be connected with his past history. 
Therefore I put him upon anti-syphilitic remedies, 
and the whole condition cleared up. The lesion 
had been enormously extensive, and when he 
presented himself to me on his recovery I scarcely 
recognised him. I do not say that it was the sort 
of mistake I would make myself, or that I would 
not make. The best of us make mistakes, and he 
who makes the fewest is the best man. I merely 
mention this in order to draw your attention to the 
importance of tertiary ulceration about the margin 
of the mouth. 

I will now show you a man with tertiary ulcera¬ 
tion at the angle of the mouth, though it is now 
clearing up, as he has been some little time under 
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treatment. Nevertheless, the induration and ram¬ 
part-like edges of the ulcer are very like the condi¬ 
tion found in epithelioma, but as he is healing 
under treatment this settles the diagnosis, and 
proves it to be non-malignant. I will also show 
you another man who came to me from the country. 
He had extensive ulceration of both lips, and of 
the left angle of the mouth. The ulceration was 
not confined to the external surface, but had spread 
much more along the mucous surface than in the 
other case, and the greater part of the upper and 
lower lips was involved. He was going to be 
operated upon in the country, but he decided to 
try treatment in London. He came into my hands 
to see if anything except operation could be done. 
When he opened his mouth and showed his tongue 
the condition of the latter again revealed to me his 
past history. Therefore I put him under anti¬ 
syphilitic treatment, and a great part of the ulcera¬ 
tion has now healed. In this case you will see 
much more characteristic evidence of epithelioma- 
tous symptoms than in the first case which I showed 
you. As a matter of fact I am doubtful whether 
it is not epithelioma grafted on to tertiary ulcera¬ 
tion, because such a combination of conditions is 
not uncommon, more especially so in the tongue. 
Before he went under treatment this man had a 
good deal more infiltration than he has now. He 
has no perceptible glands, but one does not expect 
to see the glands enlarged in epithelioma of the 
lip, unless fairly late in the disease. Moreover, 
enlarged glands are not always diagnostic of malig¬ 
nant disease, as the case to which I referred a few 
minutes ago became perfectly well, though it was of 
very long duration and extensive, along with 
glandular enlargement. I may add that ulceration 
of the angle of the mouth is more generally 
syphilitic than epitheliomatous, but in this last case 
it is the angle of the mouth which least responded 
to treatment, and this is the part that seems to me 
more likely to be malignant. 

As to affections of the tongue, I need not say 
much about primary sore, which is quite uncommon, 
and even rarer than on the lip, but in the secon¬ 
dary stage the tongue is particularly liable to 
mucous plaques. These mucous plaques are 
usually found in conjunction with similar trouble 
of the soft palate, tonsils, pharynx, and other parts 
of the mouth. They are characterised by greyish- 
white patches, which are caused by round-celled 
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infiltration of the papillary layer, the over-lying epi¬ 
thelium becoming thickened and sodden. They are ! 
generally found at the tip and along the margin of 
the tongue, and they are highly contagious. Usually 
they do not cause very much trouble, and are quite 
amenable to treatment. Sometimes the sodden 
epithelium is shed, a certain amount of infection 
of the raw surface follows, and consequently ulcera¬ 
tion takes place. This ulceration is mostly superficial, 
and if it spreads tends to do so along the surface. 
It is seldom extensive, and rarely extends to the 
deeper parts. Tertiary lesions of the tongue are 
much more important, and unfortunately this organ 
is particularly prone to their development. To 
my mind they are of the greatest significance, 
because of their liability to be followed by epi¬ 
thelioma. 

The ordinary affections which you meet with in 
the tongue, in association with the tertiary stage, ! 
are superficial glossitis, parenchymatous glossitis 1 
and gummata. 

Superficial glossitis gives rise to a variety of 
conditions met with on the dorsum of the tongue. 
Pathologically it is characterised by a round-celled 
infiltration of the papillary layer, with thickening of 
the epithelium. The papillae disappear and the 
epithelium tends to become thickened to a variable j 
degree, in some parts forming dense white patches, 
while in others the epithelium is shed, leaving a 
smooth, glazed surface. Sometimes you may see 
the greater part of the dorsum of the tongue 
covered by this thickened epithelium, a condition 
known as leukoplakia. On the other hand, the 
whole tongue may have a dry, glazed appearance, 
but usually one finds a mixture of both conditions. 
In time leukoplakia is liable to the development 
of fissures, and these frequently divide the dorsum 
of the tongue into more or less irregular-shaped 
areas. Later, ulceration may take place at the site 
of these fissures, an ulceration which is generally 
very chronic in nature, does not readily yield to 
treatment, and is a source of danger to the owner 
in consequence of its liability to become epithelio- 
matous. Tertiary superficial glossitis manifests 
itself late in the disease, generally several years 
after the primary infection, and is chiefly found in 
neglected or badly treated cases, and most fre¬ 
quently seen in those who have been accustomed 
to over-indulgence in the consumption of alcohol. 
It is a condition which makes the tongue larger 


than normal, and renders it particularly susceptible 
to irritation from any cause, such as smoking, spirit 
drinking, or the presence of a rough or jagged 
tooth. Another form of glossitis is the parenchy¬ 
matous, and this is due to diffuse round-celled 
infiltration of part or the whole of the tongue, which 
is followed by fibrosis, leading to induration and 
loss of movement. 

Gummata of the tongue are fairly common, their 
usual site being the dorsum, and though they 
generally arise quite close to the surface yet they 
occur, not infrequently, in the deeper substance of 
the tongue. A gumma of the dorsum, unless 
treated at once, tends to break down and ulcerate, 
and this ulceration is liable to spread and cause 
considerable destruction of the tongue tissue. A 
gumma may also occur along the margin, and here 
there is a tendency to more rapid breaking down, 
owing to the constant irritation caused by rubbing 
against the teeth, but I am glad to say that gum¬ 
matous ulceration generally responds with readi¬ 
ness to treanient by iodides, whether it be on the 
dorsum or the margin. If iodides be given, if 
| common-sense principles be carried out in attending 
to the hygiene of the mouth, and if the source of 
irritation be removed, satisfactory healing generally 
takes place. Long-continued gummatous ulcera¬ 
tion, associated with tertiary syphilis of the tongue, 
and even the cicatrix which follows its healing, is a 
weak point in the patient’s armour, as, unfortunately, 
there is a liability of such to develop into epithe¬ 
lioma, hence the great importance of these tertiary 
affections. Personally I attach the greatest impor¬ 
tance to every kind of tertiary lesion, an impor- 
1 tance which I cannot impress on you too strongly, 
and I hope that you will not think that I take too 
serious a view of this question. My own expe¬ 
rience, both at the Lock and Cancer Hospitals, has 
| shown me the appalling results following neglected 
tertiary lesions, and also the enormous number of 
cases where epithelioma has developed in syphilitic 
disease of the tongue. I attach so much importance 
to these syphilitic affections that I go so far as to 
say that all chronic tongue cases should be kept 
constantly under observation. This is my own 
practice, and without unduly alarming the patients 
I do nty best to make them report themselves from 
time to time, and endeavour to make them grasp 
the necessity of this procedure. Perhaps if I give 
you an example of a type of case with which I fre- 
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quently meet, you will better understand exactly 
what I mean, and also better appreciate my reasons 
for advising constant observation. 

A patient comes to me complaining of his 
tongue, and on examination I find him suffering 
from epithelioma. On inquiry I generally find 
that his memory is somewhat hazy as to the dura¬ 
tion of this particular lesion, but he tells me that 
he has had trouble on and off for some considerable 
time. This, doubtless, is only too true, because, 
apart from the epithelioma, he also shows evidence 
of marked syphilitic disease of the tongue. Now 
epithelioma of this particular organ has an unfor¬ 
tunate tendency to cause rapid infection of the 
lymphatic glands of the neck, and once these 
glands are infected the disease is, of course, well 
advanced. You can, therefore, understand the 
gravity of delay in seeking early treatment in such 
an affection as this. On further questioning the 
patient as to his reason for not having his tongue 
attended to at once, he will probably say that he 
thought it was some of his old trouble, and 
therefore believed that it would get well. You will 
now see how these cases neglect themselves, and 
it is therefore for the two-fold reason—firstly, 
that epithelioma is so liable to develop in tertiary 
syphilis of the tongue, and secondly, that such 
cases are so prone to treat any ulceration with 
levity or neglect—that I consider that these patients 
should, for their own protection, report themselves 
to their doctors from time to time, so as to be kept 
under proper observation. 

Bearing on this question, I will now show you a 
man affected with superficial glossitis, and you will 
see the various pathological conditions which I 
have mentioned, and moreover, you will be able to 
understand not only what I mean by “a weak spot 
in his armour,” but you will also appreciate the 
necessity of keeping such cases under observation. 
Apart from the various lesions present, the tongue 
is indentated by the teeth, showing that it is larger 
than normal. There is an ulcer on the left edge, 
near the tip, which is flat, red, angry-looking, and 
raised above the surrounding surface. The ulcer 
is situated opposite an isolated, but healthy tooth, 
without any sharp point or edge, and yet I think 
that this tooth has a great deal to do with the 
development of the ulcer. Had the tongue been 
an ordinary healthy one, and without being the 
site of syphilitic disease, I do not, for a moment, 


think that the presence of this tooth would have 
been of any significance. But the existence of 
syphilitic lesions entirely alters the question, as they 
render the tongue particularly prone to respond to 
irritation. Here, therefore, is an example of what 
I mean by syphilitic disease of the tongue being 
“ a weak point in the patient’s armour.” The ulcer 
is not showing any sign of healing, or in any way 
yielding to the remedies which I am trying, and 
this fact, combined with its general appearance, 
causes me some anxiety, so jnuch so that I fear 
that it may be epitheliomatous. However, the 
diagnosis of these cases can always be settled 
definitely by excising a small portion, and sub¬ 
jecting this to microscopic examination. This is a 
step which I propose taking in this case. When I 
tell you that this man thinks lightly of the suspicious- 
looking ulcer, which at present causes him little 
inconvenience, and moreover, as he is one of 
those cases where the tongue has been a source of 
trouble for many years, he would doubtless have 
let this drift on much longer before seeking proper 
treatment. Fortunately for him, be is one of those 
cases under observation. He has been reporting 
himself periodically for a considerable time, and the 
ulcer is only of comparatively recent development. 
Had this man not been warned that he must report 
himself from time to time I would not have seen 
the ulcer at this early stage, so by this fact alone 
you can well understand the importance of ter¬ 
tiary tongue cases keeping under observation. 

The treatment of superficial glossitis is beset 
with great difficulty, owing to its chronic nature. 
Administration of iodides, with particular attention 
to the hygiene of the mouth, is the main part of 
the treatment. If you consider it necessary to use 
any local applications for the tongue, let me warn 
you that on no account should anything strong be 
applied, as you are only likely to cause further 
irritation. 

Leukoplakia is well-nigh incurable, and even 
where excision of the tongue has been resorted to 
in severe cases the trouble has been know to recur 
on the stump of the tongue. You can see this for 
yourself in the next case which I show you. Apart 
from the recurrence of leukoplakia on the stump, 
the case is also interesting as it demonstrates an 
important point in connection with epithelioma of 
the tongue, namely, the free communication be¬ 
tween the lymphatic vessels of both sides of the 
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tongue and the glands of both sides of the neck. 
This man had been suffering from a chronic 
syphilitic tongue with well-marked leucoplakia, 
and as the result of gummatous ulceration on the 
right edge of the organ he developed epithelioma. 
For this it was necessary to carry out excision of 
the tongue, and removal of those lymphatic vessels 
and glands along which we know that th^ disease is 
likely to spread. There is a free anastomosis be¬ 
tween the lymphatic channels of both sides of the 
tongue, so much so that epithelioma of the right 
half of the tongue not only tends to spread to the 
glands on the same side of the neck, but also to 
infect those on the left side. Hence any opera¬ 
tion for the removal of lymphatic vessels and glands 
in epithelioma of the tongue must include clearing 
out the glands of both sides of the neck, and the 
necessity of this is well demonstrated in this case. 
Removal of the tongue and an extensive dissection 
of both sides of the neck is a serious operation to 
carry out at one sitting. In this case the epithe¬ 
lioma was on the right side, and for this the tongue 
was excised, and the whole anterior triangle of the 
neck on the same side was thoroughly cleared 
of lymphatic vessels, glands, fat, and fascia, in the 
manner advocated by Butlin. Though no glands 
could be felt on the left side of the neck, it was 
my intention to clear out the left anterior triangle 
a week afterwards. Unfortunately, the patient 
refused to let me do this, though I did everything 
possible to persuade him. Some time later he 
developed a palpable gland on the left side, and 
though I again tried to persuade him to have it 
removed, and told him that he was throwing away his 
life, I could not get him to listen to reason or per¬ 
suasion. Now he has a large mass of glands in 
the left anterior triangle, implicating the skin, and 
he is most anxious to have them removed, but 
further operation is quite out of the question, as 
the disease is too far advanced. You will note 
that there is neither recurrence in the mouth, nor 
any sign of such on the right side of his neck, and 
I have every reason to believe that surgical treat¬ 
ment would have been most successful had he 
allowed me to carry out the complete operation 
which I recommended. This case well illustrates 
not only the occurrence of epithelioma in a syphi¬ 
litic tongue, bujt also the necessity of clearing out 
the glands from both sides of the neck, no matter 
which side of the tongue is affected by epithelioma, 


and no matter whether enlarged glands can or can¬ 
not be felt. 

Gummatous ulceration generally affects the super¬ 
ficial portion of the dorsum of the tongue, but 
unfortunately I have not a case of this nature to 
show you to-day. However, I have a man here 
who is suffering from a breaking-down gumma in 
the deeper part of the tongue. It must have 
originated deeply, and after breaking down 
developed into extensive ulceration. When the 
man protrudes his tongue you will see that, as the 
result of the ulceration, there is an enormous cleft 
extending almost from the epiglottis to the tip, and 
also extending deeply towards the floor of the 
mouth. The tongue is practically divided into two 
halves, and though I have seen several similar 
conditions before, yet I have never seen the tongue 
so deeply and completely divided into two distinct 
halves. These cases do very well under treatment, 
and I have every reason to think that this enormous 
gap will fill up, and that the patient will soon get 
well. You will also notice that in spite of this most 
extensive ulceration he has no superficial glossitis, 
but as I have already stated the latter is one of the 
very late results of syphilis. 

Chronic gummatous ulceration sometimes causes 
an error in diagnosis, and may be mistaken for epi¬ 
thelioma, a disease into which it not uncommonly 
develops. I have a case to show you to-day 
which exemplifies this error, but the ulceration is 
improving, as the patient is under anti-syphilitic 
treatment. She is a woman who, having refused 
to submit to operative treatment for what was said 
to be cancer at another hospital, returned to her 
own doctor, and was thus referred to me. I do 
not, for a moment, wish to imply that all cases 
come to me to be made well when other people 
try to operate on them, but this was, undoubtedly, 
a case of mistaken diagnosis, and, in my opinion, 
quite an excusable one. I claim no advan¬ 
tage for discovering the nature of her trouble, be¬ 
cause while others’ mistakes come to me probably 
my mistakes go to somebody else. When the patient 
came to me she was suffering from suspicious- 
looking ulceration of the right side of the tongue. 
I went into her past history, but could get nothing 
indicating syphilis. You know quite well that in 
women you cannot always get a satisfactory history. 
One reason is that when they develop syphilis and 
seek medical advise they are not always told what 
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is the matter with them, therefore a woman’s state¬ 
ments on this question are not always reliable. 
Although I could get no history of syphilis, yet I 
ascertained that there was a time in her life when 
she had had a series of miscarriages. Now, when 
you get a history like this—of repeated miscarriages, 
without any definite reason—you may be certain 
that it is, in the majority of cases, due to one thing, 
and that is syphilitic disease. In fact, in Fournier’s 
recent work on syphilis the author regards this 
disease as such a common cause of miscarriage 
that he considers that syphilis is one of the chief 
factors in the causation of the present depopulation 
of France. In this case the ulceration is on the 
right side of the tongue, and it has hard, everted 
edges, almost characteristic of epithelioma. But 
when a gummatous ulcer of the tongue has been 
subjected to a good deal of irritation, especially 
from a tooth which is not above suspicion, as has 
been the case here, there is generally considerable 
induration, and it is this induration, and the heap¬ 
ing up of granulation tissue round the edges of the 
ulcer, that is the main cause of mistakes in dia¬ 
gnosis. As I have said before, you can always 
arrive at an exact diagnosis in doubtful cases by 
removing a small portion of the ulcer and sub¬ 
jecting it to microscopic examination. Well, 
having discovered that this woman had had 
repeated miscarriages I put her on anti-syphilitic 
treatment, with a most satisfactory result up to 
date. The ulceration has steadily improved and 
now gives every hope of healing up. 

As to the palate and pharynx, the relation of 
syphilis to cancer is not so important here as it is in 
the tongue, and it is seldom that lesions of these 
localities lead to errors in diagnosis. Mucous 
plaques are particularly common on these parts, 
and they cause those peculiar patches known as 
“snail tracks,” which are so diagnostic of the 
secondary stage of syphilis. Tertiary lesions are 
by far the most important, and are particularly 
prone to occur on both the hard and soft palate. 
In malignant syphilis, or that form of the disease 
which is characterised by a rapid and severe course, 
and where the tertiary stage clearly manifests itself, 
gummata seem to have a special predilection for 
this region. Once a gumma develops, early break¬ 
ing down and rapid destruction is the order of 
events, and generally, before the ulceration can be 
arrested the amount of destruction is somewhat 
extensive. Sometimes only a perforation is all 
that occurs, but destruction of the entire soft palate, 


and extensive loss of bone from necrosis of the 
hard palate, is fairly common. In the first case 
which I show you the ravages of the disease have 
been arrested, but not before it has caused des¬ 
truction of the whole of the hard and soft palates, 
the entire nasal septum, and the inner wall of the 
maxillary antrum, on each side. If you get the 
patient to remove the obturator with which his 
palate has been fitted, you will observe that, as a 
result of the disease, practically everything has 
disappeared between the palate and the base of the 
skull, and in fact, the bony part of the face appears 
nothing more than a mere shell. This is a severe 
case, but by no means an uncommon one in our 
experience at the Lock Hospital. Side by side 1 
show you another man, who is, in a measure, an 
illustration of an earlier condition of, practically, 
the same trouble. He has had extensive des¬ 
truction of both the hard and soft palate, and if 
you get him to open his mouth you will have an 
excellent view of the whole naso-pharynx. Owing 
to cicatricial contraction in the pharynx the Eus¬ 
tachian orifices are brought well into view, and 
therefore, owing to the absence of the palate you 
have a ready opportunity of following the course 
taken by the Eustachian catheter from the moment 
that it is introduced into the anterior nares. A 
third case, but not quite so severe as either of the 
former, is that of an unfortunate boy who developed 
a chancre on the upper lip, as the result of inex¬ 
plicable infection. He has destructive ulceration, 
mainly affecting the soft palate and pharynx, but 
also the hard palate to a slight extent, and you will 
note the deformity which has taken place in his 
pharynx as a result of cicatrization. The pharynx 
is also a fairly common site for tertiary ulceration, 
but not so frequently as the palate. I have a 
patient present who has a breaking-down gumma 
to show you. It is on the right side of his 
posterior pharyngeal wall, and if you examine it 
carefully you will see an excavated ulcer, with a 
greyish, sloughy base. An ulcer such as this 
cannot possibly give rise to an error in diagnosis, 
and I do not see how you could mistake its 
appearance for anything but a breaking-down 
gumma. Tertiary ulceration of the pharynx does 
not give rise to such widespread destruction as is 
met with in similar ulceration of the palate. The 
cicatrix which follows the healing of ulceration in 
this region sometimes causes great deformity and 
inconvenience. As a result of such I have seen 
the soft palate adherent to the pharynx, and forming 
a diaphragm perforated with but a small opening 
which allowed communication between the pharynx 
and naso pharynx. This, of course, seriously ob¬ 
structed nasal breathing. I have also known cica¬ 
trisation cause pharyngeal stricture, which was not 
only a great impediment to deglutition, but also 
caused severe interference with respiration. 

June io tk, 1907. 
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Delivered at the Hospital for Sick Children, Great 
Ormond Street. 

By F. J. POYNTON, M.D., F.R.C.P., 
Physician to Out-patients, and Assistant Physician to 
University College Hospital. 


Ladies and Gentlemen, —It is now some years 
since I gave a lecture here upon “ Cretinism and 
Allied Disorders,” published in the Clinical 
Journal, February 26th, 1902. To-day I am 
taking another chapter in the developmental dis¬ 
orders of childhood, and making achondroplasia 
the connecting link between it and the previous 
lecture. I have, too, some interesting children to 
show you, and photographs to fill in gaps where 
cases are wanting. 

Rickets, which I mention first, will be alluded to 
only to serve as an introduction, and will not detain 
us long. 

This disease affects many structures, but it is the 
bony deformities that I want you to consider. 
These three cases illustrate how severe these may 
be. In this case the legs are distorted, the tibiae 
are bent, and there is a severe genu valgum; in 
that one the femora are curved outward and the 
stature dwarfed. Their chests are laterally com¬ 
pressed, and the ribs beaded. The wrists are 
thickened. The backs show the rickety curve, 
and the heads are large, with open anterior 
fontanelles and projecting foreheads. 

We all recognise these deformities, and realise 
that, given imperfect bone-formation, the habitual 
position of the patient, the action of gravity, and 
the puli of the muscles must produce, at different 
ages and under varying circumstances, deformities 
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akin in their nature, but differing in degree and 
detail. We must also, I think, recognise that any 
other form of faulty bone-formation in early life 
must be followed by deformities, and that such 
deformities, so far as they depend upon the habitual 
position of the child, the action of gravity, and the 
pull of muscles, must and will resemble one another 
in superficial appearances. In other words, then, 


knowledge, both femora, both tibiae, both humeri, 
and the right radius and ulna have been broken at 
one time or another. If you grasp the leg firmly 
with the two hands you can (though the child is 
nearly five years of age) bend the tibiae. The bones 
are, in fact, much softer than in health, and break 
or bend from the slightest violence. The skull is 
curiously broad, and one day the child fell and 



Fig. 1.—Osteogenesis imperfecta, illustrating the crippling and distortion from multiple fractures and osteo¬ 
malacia. Photograph by Mr. Hicham Cooper. 


it would be a mistake to rush to the conclusion 
that because a child was brought to you with bent 
and distorted limbs, or a deformed axial skeleton, 
that these were necessarily the results of rickets. 

Osteogenesis imperfecta .—Here is a child which 
exemplifies this point very well. The limbs are 
greatly bent, and although almost five years of age 
she is at present a hopeless cripple (Fig. 1). From 
birth her bones have been bent, and since that 
time there have been repeated fractures. To my 


struck the right parietal bone, whereupon, instead 
of an ordinary bruise, a large cephalhaematoma 
formed. These skiagrams show the atrophic trans- 
parent appearance of the bony skeleton, and in 
some you will see ununited fractures, in others 
fractures in which union has occurred (Fig. 2). 
Looking at this child you would probably say this 
is a bad case of rickets, but my impression is that 
though there may be some degree of rachitis, there 
is in addition, and chiefly, a condition which, for 
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want of a better term, I will call osteogenesis 
imperfecta. 

I must now ask you to listen to the brief history 
of the following case, which will throw some more 
light upon the condition of this child. A boy, aet. 
15 months, was brought here to me in 1901 because 
both thighs had swollen during the last fortnight 
and w r ere exceedingly tender. During the first year 
of life he had been to several London hospitals for 


in dentition,—but the condition of the femora, 
one of evident fracture, was quite out of propor¬ 
tion to the degree of rickets; in fact, the bony 
skeleton showed but few indications of that disease, 
and those were but slight in degree. To avoid all 
error, anti-rachitic and anti-scorbutic treatments 
were adopted, without, however, any success. 

The great interest in this case lies in the fact 
that I had the child under my care in hospital for 



Fig. 2. —Skiagram of pelvis and lower extremities from a case of osteogenesis imperfecta, illustrating atrophy 

and curvature of bones with united fractures. 


similar symptoms, and the condition had been 
called rickets. 

Examination showed much swelling and tender¬ 
ness of the middle part of each thigh, and the 
obvious guess was scurvy. There was, however, 
no other sign of that disease, and, further, the 
mother had nursed the child until twelve months 
of age, and since then had given a fresh diet. 
Scurvy could then be excluded. The child showed 
slight rickets — viz. some beading of the ribs, 
sweating about the head, and some backwardness 


over two years, and during that time carried out 
most carefully and thoroughly anti-scorbutic, then 
anti-syphilitic, and throughout continuous anti¬ 
rachitic, treatment. Not only this, but I had the 
great advantage of Dr. Cheadle’s experience in 
these diseases, and he, for part of the time, kindly 
undertook the care of the child. I know of no 
other case recorded in the literature of the subject 
in which more precise and prolonged treatment 
had been undertaken. Yet what was the resultj? 
Throughout the w'hole of this time there were at 
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intervals slight outbreaks of fever, and then great 
bony tenderness and fracture of one or other of 
the long bones. The blood was repeatedly 
examined, and I append a few of the estimations, 
but they do not throw any light upon the condi¬ 
tion. 

Four Estimations of the Red and White Corpuscles 
during an Attack of Feverishness, Bony Ten¬ 
derness, and Fracture, By Dr. G. L. Eastes. 


Red. 

White. 

3,965,°°° 

30,000 

3,440,000 

32,000 

2,709,000 

15*238 

4,213,000 

30,000 


Dr. Eastes, then our clinical pathologist, esti¬ 
mated the ratio of urea to phosphoric acid in the 
urine, of which I also give twelve estimations in 
exemplification. They also are not helpful in 
explaining the disease. 

Twelve Results of an Estimation of Urea and 
Phosphoric Acid. By Dr. G. L. Eastes. 


Date. 

p.o,. 

Urea. 

Ratio. 

pt. 30th, 1901 

— 0325 

... 31 

i- 9*5 


... 0-37 

... 3*52 ... 

i- 9*5 


- °' 3 SS 

.. 3*6 ... 

I-IO*I 


.. 0-405 

... 5*04 ... 

1-12*4 


... 030 

••• 3*5 ••• 

1-11*7 


... 0-27 

... 2*54 ... 

1-9*4 


... 0-285 

... 3*14 ... 

1-11 


... 0-34 

... 3*9 ... 

1-11*4 


... 0-415 

... 4*3 ••• 

1-10*3 


... 034 

... 3-88 ... 

1-11*4 


••• °'345 

... 3-64 

1-10*5 


... 0-385 

... 4 ’ 3 <> ••• 

1-11*3 

The urine was 

examined 

by the ureal reagents 


repeatedly, and it was noticed that on many occa¬ 
sions there was a thick deposit of urates, but no 
albumen nor albumose was discovered. 

The final condition of the child was a most 
deplorable one, for, although the fractures united, 
some with much callus (some with little), all the 
long bones were at one time or another broken, 
and, eventually, when the boy was lifted up with 
the hands put round his thorax, his ribs could be 
felt to snap. He endured much from pain, and 
the least movement was a source of anguish. 
This unfortunate child died out of the hospital 
when I was away, and no necropsy was made. 


The history is not even yet complete. While 
the patient was under my care another child was 
born and suckled by the mother. This child 
never showed any signs of the disease, and has not 
done so up to the present time,, but a third child 
born later still has been under my colleague, Mr. 
Kellock, for the same condition of multiple frac¬ 
ture. In appearance he is the image of his brother, 
my patient. 

It appears to me that the tenderness and fever 
in these cases precedes the fracture of the bone, 
which may undoubtedly occur from the very 
slightest violence. It was sufficient in the case I 
have mentioned above for a limb to hitch in the 
bed clothes while the child was being moved to 
cause the fracture of a bone when it was tender. 

This radiogram I hand round is from another 
case of the same kind (Fig. 3). The photograph 
was taken when the child was three weeks old, but 
the limbs were bent at birth and there was also a 
fracture. I lost sight of this case. 

Similar multiple fractures are met with in some 
idiot children, and will recall to you the frequency 
of fractures among the insane in asylums. 

Let me now briefly summarise the outcome of 
the preceding observations. 

There are rare cases in which children are bom 
with congenital osseous lesions, characterised by 
fracture and undue softness of the bony structure. 
More than one case may occur in a family. The 
condition is rebellious to anti-rachitic, anti-scorbutic 
and anti-syphilitic treatment, and may persist until 
death or lead to the most terrible deformities. As 
the disease progresses the bones are not only soft 
but some become brittle and snap like glass. 
There is often irregular fever and great pain on 
movement. The other viscera appear normal. 

Is this rickets? In the opinion of many it is 
not. The condition has been termed variously 
osteogenesis imperfecta, mollities ossium or 
osteopsathyrosis. It seems impossible to accept 
such cases as examples of rickets if they do not 
react to anti-rachitic treatment. To me an incur¬ 
able rickets—by this I mean an incurable active 
rickets—is non-existent. The deformities may 
persist, but the disease is either cured or proves 
fatal by some complication in under two years from 
the commencement of steady treatment. Then 
again, the constitutional symptoms of rickets are 
wanting. The congenital origin, and particularly 
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a congenital origin in more than one member of j 
a family, is unlike rickets. ; 

Foetal rickets is a very disputed subject. You | 
may remember that achondroplasia was at one 
time considered to be a foetal rickets, but is now I 
differentiated and will be alluded to immediately. 

I believe myself that there is a foetal rickets, but it 
is very rare. Through the kindness of my friend, 
Dr. Dawe, and with the consent of Mr. Spillsbury, 


those met with in rickets. The account of the 
pathological changes will be found in the ‘Transac¬ 
tions ’ of the society. One of these slides he has 
kindly lent me to-day. The histological changes 
in a rickety bone are briefly these: 

(1) Increased vascularity of the cartilage. 

(2) Excessive development of the zone of actively 
j growing cartilage cells at the epiphysial ends of the 
1 long bones. 



curator to the museum of St. Mary’s Hospital, I 
am able to show ypu the most convincing patho¬ 
logical specimen I have seen of the condition. 
The distribution of the lesions does not, however, 
altogether seem to me to point to rickets, although, 
as Ballantine has remarked, foetal rickets may 
possibly differ considerably from the acquired form 
of the disease. This specimen Dr. Dawe showed 
last year at a meeting of the Pathological Society 
of London, together with microscopic sections 
which demonstrated that the changes resembled 


1 (3) Poor development of the zone in which the 

i cartilage cells arrange themselves in columns. 

I (4) Irregularity and poor development of the 
medullary spaces of the forming bone. 

I (5) Increased vascularity of the medulla of the 
shaft. 

I (6) The osseous tissue that is first formed is re- 
| placed by new bone which is deficient in lime, 

| Kassowitz finding that this was between 20 and 30 
per cent, less than in the normal. 

| (7) The subperiosteal bone formation is also 
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altered, and the amount of subperiosteal bone 
much increased. This is clearly shown in this 
photograph, taken for me by Mr. Higham Cooper 
(Fig. 4 )- 

In osteogenesis imperfecta there are also ab¬ 
normalities, and Lovett and Nichols, in an admir¬ 
able paper published in the ‘ British Medical 
Journal,’ October 13th, 1906, have described them 
with much care. 



Fig. 4. —Skiagram illustrating subperiosteal bone forma¬ 
tion in rickets (Higham Cooper). 


It is at the spot where the epiphyseal line 
merges into the diaphysis that they found the first 
marked change. Here the cartilage cells persist, 
and their capsules do not rupture as in normal 
formation. Masses of these cartilage cells, with 
portions of the matrix, extend into the diaphysis 
and form the basis of new trabeculae, upon which 
but few osteoblasts are to be seen. In healthy 
bone the matrix is calcified, in this condition it is 
not, but the cartilage cells themselves are converted 
into the trabeculae These trabeculae do not 


become properly laminated, and the bone cells are 
not thoroughly developed. The periosteal bone 
; formation is also imperfect and the marrow con- 
| tains much oedematous and myxomatous connective 
tissue. I have never seen a necropsy upon a case, 

| and although I look upon these observations of 
I Lovett and Nichols as of great interest, my own 
clinical experience points to the most important 
changes being present rather in the shafts than 
the ends of the bones. * 

Late rickets is another rare condition in which 
the bones begin to yield and bend at an age when 
rickets is usually in abeyance. Thus the process 
may begin at nine years, or even in adolescence. 
I have no case at present under my care, but I can 
show you the photograph of a girl who was formerly 
a patient of mine. The ends of the long bones 
are thickened and there are also deformities caused 
by the yielding of the shafts and ligaments. These 
changes commenced when she was nine years of 
age. It is difficult to decide whether, in such 
cases, the condition has stealthily developed from 
an early rachitis or whether it has arisen entirely 
de novo , and if the latter is the case, whether it is a 
truly rachitic process. The reaction to treatment 
is not satisfactory. 

Achondroplasia is not common. This little boy 
is a characteristic case. He is a dwarf, with a large 
head, long body, short limbs, ray-like fingers, pug 
nose, and prominent nates (Fig. 5). The cause is 
unknown, but Mr. Shattock’s view that it is a para- 
cretinous condition appeals to me as the most 
probable. 

v It is interesting that, as Mr. Seligmann has 
pointed out, achondroplasic cows of the Dexter- 
Kerry breed are peculiarly apt to drop cretinous 
calves, and that in such cases the placenta is 
diseased. It would be, then, interesting to record 
the condition of the placenta of an achondroplasic 
child. The condition in many respects differs 
from rickets; it is apparently a disease of the bones 
rather than a constitutional condition, and only 
certain bones are, according to Professor Symington 
and l)r. Thomson, affected, viz. those which are 
developed in cartilage beween the third and sixth 
month. 

The long bones, the ossa innominata, ribs, 
posterior part and base of the skull, are among 
those implicated; the membrane bones escape. 
Later in the lecture I shall allude to a rare con- 
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dition in which it is believed that the membrane 
bones are affected and the cartilage bones escape. 

If the bones are examined histologically in 
achondroplasia it is found that the growing 
junctions are not properly vascularised, and in 
some cases there is an ingrowth from the periosteum 
of connective tissue, which replaces the growing 
zone and puts an end to any further development 
in length. The periosteal bone formation continues 
unaffected, and there is in some cases a very con¬ 
siderable deposit of subperiosteal bone in the 
neighbourhood of the joints which may limit their 
movement. 



F ig. 5.—Achondroplasia and rickets. 


the limbs, which are more generally associated 
with rickets than achondroplasia. She is only 
41 in. high and has not grown at all since she was 
two and a half years old. It is only in exceptional 
cases of rickets that the growth is greatly stunted 
on account of the long bones being affected very 
severely. Such a condition has been termed the 
achrondroplasic form of rickets. In most instances 
of rachitic dwarfism, however, there is an absence 
of the symmetry in the lesions and a greater degree 
of distortion than is met with in achondroplasia, 
and the history probably does not date back to 
. birth. 

Cretinism differs also in many respects. The 



Fig. 6. —Characteristic achondroplasia in a child- 
set. 7 years. 


The pelvis is much contracted in achondroplasia : 
the true conjugate rarely exceeds 2$ in., and may be 
reduced to if in. Caesarean section has been 
repeatedly necessary in these cases. 

You will notice that the remarkable symmetry of 
the lesions and the disproportionate shortness of 
the extremities usually enables a sharp distinction 
to be made between this disease and rickets. 

Sometimes, however, both conditions are met 
with in association, and then the diagnosis is 
naturally a more difficult one. This case illus¬ 
trates the difficulty (Fig 6). Here is a girl who 
from birth was noticed to have a large head, and 
who has disproportionate shortness of the ex¬ 
tremities, but there are, in addition, distortions of 


intelligence in these cases of achondroplasia is 
good, in cretinism it is feeble and dull. The skin 
in achondroplasia is sometimes redundant, as it is 
here about the ankles, but it is soft and there is 
plenty of hair. The skin of the cretin is usually 
harsh and the hair scanty. A cretin grows rapidly 
if given thyroid, but to an achondroplasic this 
appears to make no difference. 

Cleidocranial dysostosis .—This a very rare and 
extraordinary condition of which I have never my¬ 
self seen a characteristic example. I am indebted to 
Dr. E. I. Spriggs for permitting me to show you a 
case which is under his care, and which was 
brought by him, last year, to a meeting of the 
Children's Society. 

This, in some respects, resembles the condition 
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described by Marie and Stainton as cranio-cleido- 
dystosis, and it will, in any case, serve to call your 
attention to their description. The condition 
appears, as is achondroplasia, to be an hereditary 
fault in the development of the bony skeleton, but it 
affects the bones developed in membrane, whereas 
achondroplasia affects those developed in cartilage. 
In cleido cranial dysostosis there is retarded ossi¬ 
fication of the vault of the skull and the anterior 
fontaneile may be open at the age of forty-seven. 
In characteristic cases the transverse diameter of the 
cranium is greatly exaggerated and the face is atro¬ 
phied. The nasal bones are about half their normal . 
size and ihe lower border of the orbit is retreating. 
The palate is ogival and the teeth are backward. The 
mental faculties are good. Another curious point 
is a complete or partial absence of the clavicles, 
which is illustrated by this case. These bones are 
seldom entirely absent, but may be quite rudimen¬ 
tary. The results of their absence are extraordinary, 
as you may imagine, and yet there is a case on 
record in which the patient was unaware of the 
disability and only complained that she could not 
lift her child without extreme difficulty. Where the 
clavicles are absent the shoulders are sunken and 
thrown forward, there are no supra- or infra-clavi- 
cular fossae, and you are left in doubt as to where 
the trunk begins and the neck ends. The arms 
can be placed in all manner of strange positions, 
and it gives a distinct sense of surprise when you 
see the patient almost apposing the two shoulders 
in front, and then making her scapulae overlap 
behind. These defects may be transmitted from 
parent to child. 

Precocious development .—My next case is quite 
as remarkable, perhaps more so, though of an 
entirely different nature. Here is a boy who most , 
of you would think, I am sure, was at least five 
years of age, but he is not yet three years old. [ 
His history is briefly this : An only child of healthy | 
parents, neither of them big people, he was quite | 
natural until about nine months. Then he com- ] 
menced to grow rapidly, pubic hairs developed at 
one year, and now. his sexual organs are greatly 
developed. His intelligence is good, his facial 
aspect perhaps a little heavy and rather suggestive 
of acromegaly. He is in the best of health except 
that his legs have been inclined to give way a 
little on account of his weight. This I have 
corrected by ordering massage and insisting upon 
more rest. 

These cases of precocious development are 
frequently associated with disorders of the supra¬ 
renal glands. In some recorded cases there have 
been new growths, in others hypertrophy. Both 
males and females are affected, but females 
apparently more often than males. 

A valuable account of precocious development 
associated with suprarenal growth, was recently 
given by Bulloch and Sequeira in the fifty-sixth 


volume of the ‘Transactions of the Pathological 
Society of London.’ 

At the present time I cannot feel any tumour, 
but that is obviously no guarantee that there is noc 
one present, for it is only when they reach a large 
size and give rise to a palpable lump, or to pressure 
symptoms or metastases, that their presence can be 
diagnosed. 

In some cases testicular, and in others ovarian, 
tumours have been found. This does not imply 
that the tumours may not in these cases have been 
of the same nature as the suprarenal growths. In 
Sacchi’s case, that of a boy, there was a tumour in 
the left testis which was removed, whereupon he 
turned back from a man to a child again and his 
premature beard fell off. 

Those cases associated with suprarenal tumours 
are of bad prognosis, for these growths are generally 
carcinomata. In some of the children there is a 
great development of adipose tissue which may 
precede the other evidences of precocious develop¬ 
ment, and which Dr. Guthrie points out is more 
often met with in girl children. This is a striking 
example of a case shown by Dr. Leonard Guthrie 
at the Society for the Study of Disease in Children. 
He reports later that there has been marked sexual 
development, and later still has informed me that 
the child is dead. If such cases as these were 
invariably associated with tumour of the adrenals 
it would seem a natural procedure to explore the 
abdomen of this child now, while he is healthy, 
and if a tumour was found, to remove it. Un¬ 
fortunately the position is not so simple. There 
may be precocious development without the 
presence of any tumour, or the tumour may be in 
the pineal gland and then cannot be reached by 
any abdominal incision. It does not necessarily 
follow that if there was a suprarenal tumour and 
that this was removed the condition would be 
cured, although Sacchi’s case is an encouraging one. 

Bulloch and Sequeira in their paper certainly 
bring forward a good deal of evidence in support 
of the view that where there is suprarenal hyper¬ 
trophy or carcinoma of the gland, and also pre¬ 
cocious development, the suprarenal disorder pro¬ 
duces this aberration. 

From precocious development one is naturally 
led to speak of infantilism . This, as Hastings 
Gilford points out in his valuable writings, is only 
a general term comparable to dwarfism or senilism, 
and is not in itself a disease. 

He classifies these cases into three groups . 

(1) Normal infantilism, when the childhood age 
is unusually prolonged. 

(2) Infantilism, the result of disease, e . g. pan¬ 
creatic and syphilitic types and those the result of 
congenital heart disease. 

(3) Ateleiosis. A pronounced form in which 
the infantile characters constitute in themselves a 
morbid condition. 
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Through the kindness of Dr. Fletcher Beach 
and Dr. Clutterbuck I am able to show you a strik¬ 
ing example of this third form of infantilism. 
This case was shown by Dr. Clutterbuck and will 
be published in the * Reports of the Society for the 
Study of Disease in Children * for the coming year. 

The important features of ateleiosis are : 

(1) The patients are well-proportioned dwarfs. 

(2) Their faces are childish but later show the 
lines of age. 

(3) Their bones and muscles are small, and teeth 
very irregular and generally backward ; growth may 
go on until after thirty years. 

One of these cases recorded by Hastings is said 
to have remained between eight and thirty years at 
the height of 18 in., and then to have grown to 
3 ft. 9 in. 

(4) Intelligence is not defective, but childish. 

(5) The sexual system is imperfectly developed. 

Lastly, there is a condition termed by Gilford 

Hastings Progeria or premature senilism . 

This writer records in the ‘ Practitioner' two cases 
dying of senile decay at seventeen and eighteen. 
To quote from his summary : “ In stature they were 
children, but in other respects they looked like old 
men. They were lean, weak, decrepit, and were 
bald with exception of a sparse growth of grey or 
colourless hair. Their skins were dry, wrinkled, 
and wasted, and did not conceal the underlying 
tendons and veins. ” 

I have no case in illustration, but pass round this 
picture of one of Gilford Hastings’ cases. 

This concludes my demonstration, and it only 
now remains for me to summarise its contents. I 
first showed how an acquired disease, such as rickets, 
a condition which can be artificially produced by 
improper diet, can distort the growing frame and 
stunt its growth. I then passed to more mysterious 
conditions in which the bones were even more 
severely affected, such as osteogenesis imperfecta, 
achondroplasia, and cleido-cranial dysostosis. I 
next directed your attention to still more remarkable 
diseases in which far more than the osseous system 
was affected by a condition of precocious develop¬ 
ment. And lastly I alluded to some remarkable 
states in which development was retarded and 
might never become complete, or in which develop¬ 
ment was imperfect but a premature senility hurried 
the feeble frame to the grave. These monstrous 
conditions are well worthy of study, side by side 
with cretinism. There are few worse monsters than 
an untreated cretin. We may then hope that the 
future may throw light upon others in this strange 
group of diseases. 

I must express my thanks to the Medical Society 
of London for allowing me to reproduce the illustra¬ 
tions I had already published in their ‘Transactions’ 
for 1906. 

June I Jtk, 1907. 


CONSTIPATION IN INFANCY 
AND CHILDHOOD. 

A Clinical Lecture given at the Medical Graduates’ College 
and Polyclinic. 

By EDMUND CAUTLEY, M.D., F.R.C.P., 

Physician to the Belgrave Hospital for Children 
and to the Metropolitan Hospital. 


The tendency to regular daily evacuations of the 
bowel is inherited or congenital, and varies in differ¬ 
ent families. The habit can be largely induced by 
careful training. It is advisable that the bowels 
should act once a day, or even more often, in 
infancy; if not, the consistence of the faeces becomes 
hard. In older children daily evacuation is advan¬ 
tageous, but not absolutely necessary. 

Constipation means infrequent action of the 
bowels or the passage of hard, dry faeces at a time 
when they should be semi-solid or almost liquid. 
Both the causes and effects vary a little at different 
ages, so the subject may be considered as it affects 
infants and older children. 

Constipation in infancy .—Complete obstipation 
in the new-born may depend upon anatomical 
defects in the digestive tract, such as atresia or 
stenosis of the oesophagus, pylorus, intestine, 
rectum, or anus. Later on, it may depend upon 
hypertrophic stenosis of the pylorus, dilatation of 
the colon, the pain and spasm caused by anal 
fissure, or some of the mechanical forms of obstruc¬ 
tion more common in older children. Apart from 
these causes constipation is generally functional or 
dietetic in origin. Lack of food or profuse vomit¬ 
ing is naturally associated with infrequent defaeca- 
tion. 

Normally the infant under one year of age 
passes two stools in twenty-four hours, or the 
number may vary from one to four. Constipation 
is more frequent in the bottle-fed than in the breast¬ 
fed infant, but may occur in either. In the breast¬ 
fed infant the mother’s milk may be defective in 
volume or in nutriment. If it is deficient in nutri¬ 
ment it is too watery, it may be fully digested and 
assimilated, the stools are small and infrequent, the 
urine is excessive in amount and the child wastes. 
If the deficiency is merely in volume, constipation 
is accompanied by scanty secretion of urine. 
Another common cause is a deficiency of fat in 
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the milk, for fat is the largest single ingredient 
in an infant’s stool. Deficiency of fat may be asso¬ 
ciated with excess of casein, which is liable to form 
hard, indigestible masses that are only slowly got 
rid of. In bottle-fed infants similar causes may 
be in action, especially deficiency of fat. Sterilised 
milk and starchy foods are also common causes in 
infancy. Constipation due to excess of proteid is ! 
usually associated with colic. 

In both the bottle-fed and the breast-fed child 
the intestinal secretions may be deficient, as a 
result of malnutrition or febrile disturbance, and 
the stools become dry, friable and chalk-like. 
Other causes must be mentioned, such as popular 
remedies for colic and the various soothing mix¬ 
tures given by unscrupulous nurses to keep restless 
children quiet. Deficient peristalsis may be due 
to atony of the gut or impaired reflex excitability. 
Sometimes the condition depends upon mental 
defect, such as the cretinoid state. 

An infant is normally predisposed to constipation 
for the reason that the sigmoid flexure, up to 
two years of age, is relatively longer than in later 
life. This redundancy may persist and lead to 
dilatation of the colon in older children. 

Symptoms .—A baby is usually brought for treat¬ 
ment because the bowels do not act sufficiently, 
although no special symptoms are noted. Colic, 
restlessness, sleeplessness, and muscular twitchings 
may be present. Often there is wasting, both in 
cases due to an inefficient food supply, and those j 
in which the food does not appear defective in 1 
quality. Toxic symptoms are rare and much less j 
frequent than in older children, because of the 
simpler character of the food. Anorexia, flatulent 
eructations, occasionally vomiting, fever and even 
convulsions may occur. Vomiting associated with 
constipation generally indicates that the food is 
excessive in quantity or too rich in quality. t)n 
physical examination in mild cases there may be 
nothing but a little distension of the abdomen, 
without pain or tenderness. In severe And pro¬ 
longed constipation the abdomen becomes tense, 
drum-like and tender. The increasing tympanites 
pushes up the liver and the splenic dulness is 
obliterated. Secondary effects, such as umbilical 
or inguinal hernia, prolapse of the rectum, haemor¬ 
rhage, and dilatation of the colon may be found. 
The stools are scanty and dry. Hard, whitish, 
scybalous masses are voided with much pain 


and straining. The wasting is due to imperfect 
digestion, insufficient absorption of nutriment, 
and the effects of colic and restlessness. 

In older children the condition may be due to 
persistence of the infantile habit, to atony of the 
intestines, deficient innervation, faulty diet, or 
defect in the intestinal secretion. The atony of 
the intestine may be hereditary, muscular, or 
nervous in origin. More commonly it is acquired 
as a result of recurrent constipation, inattention to 
the calls of nature, or the continued use of large 
enemata and cathartic drugs. Sometimes it depends 
upon mechanical obstruction, such as intussuscep¬ 
tion or hernia, peritoneal adhesions or inflammation, 
or stenosis of the gut. Deficient innervation leads 
to deficient peristalsis, and may also be due to 
hereditary causes, or may be secondary to nervous 
affections, such as various forms of meningitis and 
imbecility, or to atrophy of the gut aided by deficient 
secretion. Defects in the food supply chiefly take 
the form of an inefficient supply of fluid, fat, or 
| indigestible residue, or of the excessive or too early 
| use of starchy foods. Astringent wines, tea and 
vegetables containing tannin are apt to cause 
constipation. It is aided by bolting of food and 
imperfect mastication. Most of these causes lead 
to deficiency in intestinal secretion. Constipation 
is also a feature of many constitutional diseases, 
such as rickets, and all causes of anaemia and 
general debility. It is common in all fevers in 
consequence of the deficiency of intestinal secretion. 

Symptoms are not uncommon in constipated 
children. The patient is dull and languid, 
depressed and irritable; of a sallow, muddy, 
yellowish complexion, with dark rings under the 
eyes, and suffers from headache, bad or capricious 
appetite, flatulence, nausea, and disturbed sleep. 
Most of these symptoms are toxaemic in character. 
The tongue is coated, the abdomen may or may 
not be distended with flatus, abdominal pain is 
common, and the child wastes. The stools are 
hard, lumpy, dark coloured, and covered or mixed 
with mucus. A scanty evacuation takes place daily 
or perhaps only weekly. Hard masses may be felt 
in the descending colon, and rectal discomfort 
leads to useless straining efforts. The irritation of 
! the hard faeces causes catarrh, and the exudation of 
mucus in which thread-worms readily live. Occa¬ 
sionally intermittent attacks of fever are due solely 
to the constipation. 
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The chief secondary results are proctitis, anal 
fissure, prolapsus recti, and haemorrhoids. A less | 
frequent, but more important sequel is dilatation of I 
the colon, which may become distended, hyper- I 
trophied, and form a huge sacculated mass filled j 
with hardened faeces, and closely resembling an 
intra-abdominal new growth. I have seen the | 
affection in an adult, in whom the abdomen was 
almost completely filled with huge faecal masses, , 
which were mistaken for sarcomatous growth. 
These tumours have an irregular, nodular surface 
which can be indented by pressure, and are usually 1 
readily diagnosed by rectal examination. Cases 
have been reported in children from infancy up to 
thirteen years of age. In one instance, a boy, set. 
13 years, the bowels for a period of eleven years 
had only acted once in three to six weeks (Grey, 

4 Brit. Med. Journ.,’ 1905, i, p. 353). Over 26 lb. of j 
solid faecal matter were evacuated in a week by j 
means of enemata of hot oil. Cases of complete ! 
obstipation for two months and three months have 
been reported by Oliver (‘Brit. Med. Journ.,’ 1896, 
ii, p. 839) and Eustace Smith. Usually in such j 
patients the bowels act about every fortnight. These I 
prolonged cases give rise to curious symptoms, and [ 
may end fatally. Death has been recorded at the 
age of eighteen months by Hirschsprung and I 
Oestreich in 1893, and at eleven years of age | 
(Walker, ‘Brit. Med. Journ.,’ 1893, ii, p. 230). In J 
Walker’s patient the symptoms had existed since a } 
few weeks after birth, and death resulted from 
emaciation and exhaustion. The colon measured 
twenty-three inches in circumference. In these 
prolonged cases the symptoms consist of occasional 
colic, vomiting, headache, faintness, and pain from 
pressure on the anterior crural nerve, with a huge 
tumour and marked wasting. Physical and mental 
development are delayed. In later life they lead 
to the condition seen in the so-called “ balloon 
man,” who died from syncope at the age of 29 
years (Formad,‘Sajous’Annual,* 1893). Possibly 1 
some of these cases depend on a relative stenosis 
of the rectum or anus. 

Treatment in early infancy .—First of ail relieve 
the retention of faeces, and secondly try and cure 
the habit. Treatment must be steady and persis- 
tent In the simplest cases, in breast-fed infants, 
all that is necessary is attention to the diet and 
habits of life of the mother. The breast feeding 
must be properly regulated. The quantity of milk 


can be increased by a liberal supply of fluid, tonics, 
etc. The percentage of fat in the mother’s milk 
can be increased by giving a liberal diet with an 
excess of proteid, by a moderate allowance of 
alcohol, and by prolonging the intervals between 
each feed. Liberal diet must be combined with 
plenty of exercise, otherwise the percentage of pro¬ 
teid in the milk is also increased. Sometimes the 
administration of a teaspoonful of cream in warm 
water twice a day, before feeding, is a sufficient 
remedy. For a bottle-fed child a suitable milk 
mixture, containing a high proportion of fat and 
sugar, must be given. Water should be given freely 
between meals, and, after a few months of age, 
malted food or oatmeal may be added. 

The habit of evacuation at the same hour daily 
must be taught to infants. At first it may be 
necessary to stimulate the action of the bowels by 
the introduction of the oiled tip of the finger, the 
nozzle of a s>ringe, or a soap suppository into the 
rectum. If these simple measures are insufficient, 
the following drugs may be used : manna, added 
once or twice a day to the bottle; sodium phosphate 
or citrate, gr. v to x, or sulphur, gr. i, added to each 
bottle, or fluid magnesia. If the stools are chalky 
and white, one or two minims of the tincture of 
podophyllin may be given two or three times a day. 
Peristalsis can be encouraged by abdominal 
massage along the colon, in a circle round the 
umbilicus, for five to ten minutes three times 
a day. The skin should be rubbed with oil to 
prevent excoriation. During the first year the 
palm of a warm hand should be used. After that 
age the finger tips may be applied along the course 
of the large intestine, from the caecum to the 
sigmoid flexure, and no oil need be used. Soap 
suppositories are comparatively harmless, and con¬ 
sist of one grain of soap to five minims of oil or 
theobroma. They should be well oiled before 
insertion, and used night and morning. Small 
glycerine suppositories, gluten suppositories, or a 
simple cone of oiled paper are of similar value. If 
immediate relief is needed, from one half to one 
drachm of glycerine in half an ounce of water 
should be injected into the rectum. It acts 
quickly and efficiently. Enemata of one half to 
one ounce of cold water, soap and water, salt 
solution, or olive oil are useful. After the age of 
two years, medicated suppositories, consisting of 
a^th to -j^th of a grain each of aloin, extract of 
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belladonna, and extract of nux vomica, may be 
used night and morning. The continued use of 
suppositories or injections, whether of soap or 
glycerine, is not advisable, for it may set up catarrh 
of the rectum. 

Internal medication is often necessary, but 
should only be used for chronic and severe cases. 
Manna, aloes, and sulphate of soda may be given 
until two liquid stools are passed daily. This 
mixture should be given for two or three weeks 
and reduced slowly. At six months of age three 
to five minims of tincture of aloes, or the tincture 
of aloes and myrrh, may be given three or four times 
a day, combined with one minim of tincture of 
belladonna and fifteen minims of syrup of ginger. 
Tincture of nux vomica should be added if peri¬ 
stalsis is defective. To this mixture may be added 
ten grains of sodium sulphate or phosphate, or some 
syrup of senna. The syrups of senna, rhubarb and 
figs are also useful. Sometimes a mixture of cod- 
liver oil and maltine, or maltine alone, is sufficient. 
Drastic purges should be avoided. The usual dose 
of castor oil merely empties the bowel temporarily 
and is followed by recurrence of the constipation. 
For hard faecal masses an injection of warm olive 
oil from one drachm to half an ounce should be 
given, and followed in six hours by an enema of 
one to six ounces of soap and water, or salt solution. 
Older infants, say at two years, may have an injec¬ 
tion of turpentine oil one drachm, olive oil two 
drachms, and the yolk of one egg, well mixed and 
added, with constant stirring, to four ounces of 
warm water. Injections must be given gently and 
slowly, and stopped at once if pain is produced. 
Mechanical aids, such as a bent hairpin, a scoop, or 
a tea-spoon, must only be used by a medical 
man. 

Treatment in older children . — In mild cases 
reliance must be placed on hygienic measures, 
dieting, habit-cultivation, posture at stool, massage, 
and general and abdominal excercises. The diet 
should contain plenty of water, fat and waste 
matter, but if it fails it does harm by increasing the 
amount of residue to be got rid of. A liberal 
supply of fluid must be given, especially water. It 
is advisable to give cold or hot water and fruit, 
such as orange or apple, first thing in the morning 
on rising, and a tumbler-full of cold or hot water 
may be given at night also. It is advisable to 
reduce the amount of cow’s milk and to give a 


liberal supply of all kinds of fruit, of whole meal 
stale bread, and green vegetables. These measures 
may be sufficient, or can be assisted by simple 
drugs, such as olive oil, cod-liver oil, petroleum 
and vaseline preparations ( e . g. petroleum emulsion, 
terrol, paroleine), which act mainly as lubricants. 
Massage should be carried out at bed-time with 
the child on a hard mattress, head and shoulders 
raised, and legs flexed and a little rotated outwards. 
Stand on the left side of the patient and use the 
tips of the fingers. Treat the colon as if you w*ere 
trying to empty a long sausage. Thus, begin 
over the sigmoid, then direct the movements 
from the splenic flexure to the sigmoid, next from 
the hepatic flexure onwards, and finally from the 
caecum. The operation should take from five to 
ten minutes. Massage can be applied by the 
child using a rubber ball filled with two or three 
pounds of No. 10 shot, and rolling it over the 
abdomen for ten minutes night and morning. It 
can be supplemented by galvanism or faradism of 
the abdomen, or by an injection of half an ounce 
of olive oil. A Preissnitz compress round the 
abdomen and left on all night may be efficacious. 
The posture at stool should be “squatting.” If 
the ordinary closet is used the seat should be 
small, and the feet raised on a high stool. 

Of all drugs, the preparations of aloes and cascara 
are the most valuable for chronic constipation, 
either alone or in combination with other mild 
purgatives. They exert a stimulating and tonic 
influence on the lower bowel. Aloes is, in my 
experience, the best, andean be given in doses of 
3 to 20 minims, three or four times daily, or as a 
single dose at bed-time. It acts best when combined 
with small doses of the tinctures of belladonna, 
hyoscyamus, and nux vomica, ^and with syrup of 
ginger to prevent griping. Nux vomica or strychnia 
is almost always essential in order to increase 
muscular activity and peristalsis. If this mixture 
proves insufficient sodium sulphate may be added. 
Cascara is best given in the form of the aromatic 
syrup, | to 1 drm. once or twice a day. When 
there is evidence of deficient hepatic activity and 
of defective intestinal secretions, an addition of the 
tincture of podophyllin, 1 to 5 minims, is useful: 
or calomel may be given in doses of £ to l 
gr. for two or three nights. An occasional dose 
of 1 gr. of grey powder with 5 to 10 gr. of 
rhubarb is often valuable. Other mild and useful 
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drugs are the syrups of senna, rhubarb, and 
figs, and the confections of sulphur and senna, 
either alone or combined, in doses of 1 to 2 drms. 
every morning. Tamarind pulp, tamar indiens, 
and laxative fruit pastilles containing 5 gr. of 
senna, are elegant preparations for children. So, 
too, some of the recent synthetic drugs, such as 
purgen or phenolphthalein in doses of \ gr. to 
1 gr. for babies, exodin in doses of 3 to 10 gr., 
and laxoin, 1 to 2 gr., are tasteless, efficacious and 
harmless. They act in much the same way as 
salines. 

The most useful purges for children are castor 
oil; rhubarb; sulphate of magnesia or jalap; calomel, 
grey powder, or blue pill; and aloes; according 
to the parts of the intestine which it is specially 
desired to attack. Of these, castor oil is the 
most harmless;. rhubarb is useful if there are 
associated stomachic conditions; salines if a watery 
evacuation is desired; mercurials if the function of 
the liver is at fault; and aloes if the defect is in the 
muscular activity of the lower bowel. In purgative 
doses they do no’t cure chronic constipation. If it 
is necessary to give purgatives for chronic constipa¬ 
tion they should be given systematically and the dose 
should be reduced as soon as the stools become at all 
loose. By this means the habit can be set up and 
the drug stopped. For older children the Barbadoes 
aloes pill, or the aloes and iron pill of the British 
Pharmacopoeia, is on the whole the simplest and 
most useful preparation for this purpose. It 
should be given in doses of 2 to 5 grs., two to 
four times a day according to the severity of the 
case. As soon as a single loose stool is passed the 
dose or the frequency of the dose must be reduced. 
As a rule it will be found that in combination with 
the morning glass of water, fruit, careful feeding and 
exercise, the drug treatment can be omitted in the 
course of three or four weeks. There is no objec¬ 
tion to such a mode of treatment provided it is 
carried out under proper supervision, but if, as so 
often happens, it is recommended and left in the 
hands of incompetent nurses, it usually ends in the 
drug habit and the bowels not acting without the 
use of purgatives. Under proper treatment I believe 
it is possible to cure any case of chronic constipa¬ 
tion in a child by the above methods, provided 
that there is no mechanical obstruction, no mental 
defect, and no abnormal dilatation of the colon. 

I cannot too strongly condemn the treatment of 
constipation by purgation every two or three days, 
as is so often practised. For a time the daily use 
of suppositories or cold water enemata may be 
necessary in order to teach the habit of regular 
evacuation. 

June 17 th t 1907. 


NOTES ON THE TREATMENT OF 
APOPLEXY. 

By J. FOSTER PALMER, M.R.C.S., L.R.C.P. 


In apoplexy there are practically only two methods 
of treatment, the active and the passive. The 
active treatment is to trephine the skull, cut down 
to the seat of the brain lesion, turn out any clots 
of blood and effusions of serum that may be found, 
ligature any ruptured blood-yessels, aspirate any 
distended veins, and apply antiseptic astringents to 
the diseased parts. This method, however, be¬ 
longs to the future, and requires for its execution 
powers of diagnosis and appliances that we are not 
yet possessed of. It needs the aid of light rays 
that have not yet been invented, rays that will 
penetrate bone and nerve-tissue, but which will be 
checked by blood-vessels and completely obstructed 
by collections of coagulated blood or effused serum. 
Then, too, we may be able to see if the symptoms 
depend, as they sometimes do, solely on abnormal 
distension of the veins. In this case it might be 
possible even without an operation to remove 
sufficient blood from the jugular to restore the 
balance between the venous and arterial circula¬ 
tion in the brain. Until we can ascertain this 
condition with certainty, venesection is empirical 
and dangerous. As, therefore, we are not yet in 
possession of these desiderata, we must await the 
results of scientific research later in the century, 
and apply ourselves to the only method of treat¬ 
ment within our reach—the passive treatment. 
There is no middle method. Any intermediate 
system is dangerous—fatal. Treatment must be 
either absolutely passive or entirely active. For 
our present purpose, therefore, the indications 
must be chiefly negative. I need not warn you 
against bleeding. It is probably never done, but 
less than fifty years ago it was a very prevalent and 
fatal practice. But there is another somewhat 
similar, and, I think, equally dangerous practice, 
not yet entirely extinct, and that is giving aperients. 
It used to be a kind of routine practice, not so 
very long ago, to give two drops of croton oil as a 
matter of course. We have got out of that. But 
a lesser matter will serve the turn. During the 
last forty years I have seen several cases of 
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apoplexy. Of course, there are cases which are 
evidently hopeless from the first. But there are 
others, which, though severe, seem stationary. 
The worst symptoms subside ; life continues. If 
left alone the lesion, in many cases, will heal, and 
a more or less partial recovery will ensue. But if, 
before this takes place, an aperient be given, the 
patient will be dead in about two days. How it 
acts, I cannot say; perhaps by increasing the 
action of the vaso-dilator nerves; perhaps by 
enfeebling the nervous system generally ; perhaps 
merely by increased muscular action, resulting in 
greater blood-pressure, and consequently increased 
effusion. I only know that aperients, however 
mild, are extremely dangerous, and generally, I 
consider, fatal. Warm injections are, I think, 
equally bad. Possibly olive oil, alone, as an 
enema, might be less injurious. In any case, I 
would leave the bowels unrelieved for a fort¬ 
night or more, till the healing process is fairly 
established, rather than give an aperient, however 
mild. 

It is at this stage that such extreme caution is 
required. The first shock of the attack is tided 
over ; haemorrhage has ceased; the brain begins to 
act feebly; the effused blood begins to coagulate. 
With the coagulation contraction sets in, giving 
further relief to the compressed tissue. Arterial 
blood enters the vessels. Nutrition is slowly restored, 
and repair commences. Fibrin is deposited around 
the clot, forming a capsule, which becomes firmer 
day by day—that is, if the patient is left alone. If, 
on the other hand, an aperient is now given, the 
process is by some means interfered with ; perhaps 
by the withdrawal of fibrin from the blood; 
perhaps by mechanical movement causing too 
great an accession of blood, and thus breaking down 
the newly formed capsule; perhaps simply by 
diminishing innervation by the forced action of 
the secretory nerves and the exhaustion which 
follows it. Whatever the cause, the result is fatal. 
We should not, at such a stage, think of forcibly 
exciting the motor nerves by prescribing violent 
muscular action by electricity or other means. We 
do not excite the sensory nerves by painfully 
irritating the entire surface of the skin. We do 
not excite the nerves of special sense by flashes of 
intense light and loud noises. Why should we 
excite the secretory nerves by irritating the mucous 
membrane of the intestinal canal ? Every artificial 


nerve irritation at this stage is so much loss to the 
power of recuperation. 

Blisters to the head have been recommended 
during my recollection. I have never tried them. 
Their effect will probably resemble that of pur¬ 
gatives : forced nerve excitement is at the expense of 
recuperative power, though, perhaps, in a minor 
degree owing to the more limited area of its action. 

The action of ice to the head I have never been 
able to understand. Does it reduce the tem¬ 
perature of the interior of the brain through the 
thickness of the skull, or does it, by contracting 
the vessels at the surface, drive the blood some¬ 
where else, and thus increase the congestion 
within ? I pause for a reply. In any case, what 
is the effect of the extravasated blood on the dis¬ 
tended brain ? If applied to the back of the neck 
ice would have the effect of partially paralysing the 
vaso-constrictor nerves, and thus, presumably, of 
increasing cerebral haemorrhage. Heat thus applied 
would, on the contrary, increase their action, and 
consequently diminish haemorrhage. Carried too 
far, it might do harm by diminishing the arterial 
blood-supply. Still, brain rest, even with partial 
suspension of function, is an important item of treat¬ 
ment, so long as the heart and lungs remain free. 
There are, perhaps, too many possible pitfalls to be 
eliminated to bring it within the range of practical 
politics. 

There is another, a most important warning, 
which must also be expressed in terms of negation : 
Never let an apoplectic patient lie on his back . This 
is, perhaps, the most important indication of all, 
and one that is not yet sufficiently recognised. 
The supine position is one which will, in most 
cases, bring a case of apoplexy to a rapidly fatal 
conclusion. It is in this position that stertor is 
most marked, and stertor is always an indication of 
danger, for apncea follows in its wake. We have 
already cerebral asthenia, and we can do without 
this additional complication. We cannot always 
relieve the asthenia, but we can, in most cases, 
prevent the apncea, and keep the case uncompli¬ 
cated, and this will make all the difference between 
the life and death of the patient. The accession 
of apncea will destroy the only chance of life 
remaining. 

Dr. Robert Bowles, one of the original dis¬ 
coverers of the Marshall Hall method of resuscita¬ 
tion, has, for the last fifty years, been making 
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observations on stertor in this connection; on 
animal dissections, on the dead body, on the 
healthy living body, as well as in pathological con¬ 
ditions—especially apoplexy and allied states—in 
cases of drowning and of artificial anaesthesia. In 
season and out of season he has constantly insisted 
on the importance of this symptom in apoplexy, 
and I think that anyone who has read his work on 
the subject * will be convinced of the correctness 
of his conclusions. I must admit that when I 
first saw the account of these observations, about 
thirty-five years ago, I was not enthusiastic about 
them. I looked upon apoplexy as a fatal disease, 
and it did not appear to me to be a matter of any 
very great importance whether an unconscious 
patient lasted four days or only three. But I have 
seen recoveries since then, more or less complete, 
and I am convinced that the exclusion of apnoea 
and the encouragement of blood aeration by pre¬ 
venting stertor, are important factors in the result. 
It would be impossible here to go through the 
various experiments and demonstrations; they 
are set forth in the work referred to. The general 
principle is obvious. Stertor means, of course, 
some obstruction to the entry of air into the lungs. 
In hemiplegia we get paralysis, on one side, of the 
muscles of the palate. When the patient is on his 
back the paralysed muscles allow the tongue to 
fall back and diminish the opening into the larynx. 
Stertor ensues, aeration in the lungs is obstructed, 
the supply of pure arterial blood to the brain, now 
more than ever necessary for the restoration of its 
functions, is prevented, the backward pressure 
causes still further distension of the cerebral veins 
and sinuses, cerebral auto-intoxication takes place, 
and the patient dies. 

If the patient is now placed on the sound side, 
there is often little or no improvement. The 
paralysed muscles fall down from the affected side 
and diminish the size of the opening as before, 
though perhaps to a less extent, and the stertor 
continues. The patient must, therefore, be placed 
on the paralysed side, then the paralysed muscles 
on this side will fall downward by gravitation, while 
on the sound side they will be held up by muscular 
action, and the largest amount of air possible will 
be able to enter the lungs. Stertor will cease; air 
will enter the lungs more freely; aerated blood 

* ‘Stertor and Apoplexy,’ by Robert L. Bowles, M.D. 
(Bailliere, Tindall, and Cox). 


will be conveyed to the cerebral arteries, while the 
cerebral veins and sinuses will be relieved of their 
distension. 

In carrying out this treatment there is, of course, 
a very serious danger to be guarded against. If 
the patient lies long on the paralysed side he will 
almost certainly have a bed-sore over the hip-joint. 
The position must, therefore, be changed at fre¬ 
quent intervals by placing him for a time on the 
sound side; not on the back if it can possibly be 
avoided. The tongue falling back towards the 
vertebral column causes far more serious obstruc¬ 
tion than the palatine muscles, or the tongue even, 
f falling to one side. In others words, pharyngeal 
stertor is more obstructive than palatine. Still, 
even a bed-sore, if it cannot be avoided, is a less 
evil than suffocation. In thin people bed-sores 
form on the paralysed skin with extraordinary 
rapidity. I have had it occur once, but it healed 
up, and the patient recovered all the same. 

Stertor may be nasal, or palatine, or pharyngeal, 
or laryngeal. The nasal form is the most clearly 
defined in its nature and origin. When not due 
to any internal obstruction it is produced by the 
falling of the ala nasi, on the upper side, towards 
the septum for want of muscular support from the 
paralysed facial muscles.* This form of stertor is 
undoubtedly relieved by lying on the paralysed 
side. There is always a tendency, too, to breathe 
through the upper nostril, on account of the gravita¬ 
tion of blood and consequent increased congestion 
of the mucous membrane in the lower nostril. 
This may be a further factor in the case. 

Stertor in the larynx, when it occurs, is generally 
due to oedema, or to a general relaxed condition of 
the parts, as hemiplegia has been shown not to 
affect the larynx unilaterally. Pharyngeal and 
palatine stertor I. have already referred to. The 
former occurs when the tongue falls backward 
towards the vertebral column for lack of muscular 
support, the latter when the muscles of the palate 
and uvula on the paralysed side fall towards the 
sound side, the tongue following the same course 
through having its paralysed side uppermost. In 
all cases, therefore, the line of least resistance is 


* I have tested this fact by nearly forty years’ auto¬ 
observation. I am still unable to breathe freely through 
the nostril when lying on the right side, on account of an 
attack of facial paralysis on the left side, which occurred 
thirty-eight years ago and has remained permanent. 
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obtained by placing the patient at first on his 
paralysed side. When, as in some comatose cases, 
it is impossible to find which side is paralysed, 
both sides may be tried alternately, but either side 
is better than the back. 

On looking over Bowles’s cases of apoplexy, I 
find that most of them were fatal. They are 
chiefly cases of distress and discomfort relieved, of 
quiet, peaceful endings, of “ euthanasia ” I think 
he sometimes calls them, of slightly prolonged 
life, but not of recovery. There are many super¬ 
stitions, many dragons in the way of treatment to 
be attacked, and we cannot expect one man to 
cope with them all. This is an age of specialism, 
of limited possibilities. “One man, one vote.” 

“ One man, one discovery.” “ One man, one inno¬ 
vation.” If he attempts more he is looked upon 
with suspicion. It has taken fifty years to kill this 
particular dragon of the supine position, and it is 
not dead yet, though I think that now most 
physicians are agreed that it is the worst possible 
position for apoplectic patients. But old super¬ 
stitions die hard. 

This leads to a further question. If the preven¬ 
tion of stertor, and the free entry of air into the lungs 
in order to relieve venous tension and ensure the 
supply of arterial blood to the brain, are such all- 
important factors in recovery from apoplexy, it 
follows as a necessary corollary that in some cases 
the introduction of oxygen into the lungs may be 
advisable, and even imperative. If the size of 
the entrance to the lungs cannot be increased the 
air that enters them may at least be concentrated 
by the addition of oxygen. This, of course, may 
be overdone. We don’t want a stampede, even 
of arterial blood, from the lungs to the brain- 
The quantity of oxygen must be regulated, and 
probably the cessation of stertor . would furnish the 
indication required. I am sorry to say I have not 
tried oxygen. It will require careful watching, but 
there are possibilities in a moderate application of 
it. It is not a new remedy. It was strongly 
recommended by Birch about forty years ago, but 
as he recommended it at the same time in cancer, 
epilepsy, scrofula, neuralgia, indigestion, and a 
host of other diseases, it was not taken much 
notice of. Universal remedies always savour of 
empiricism. 

Rest for the injured brain, that the process of 
repair may not be interfered with ; rest for the | 


motor nerves, by keeping the muscles quiet; rest 
for the nerves supplying the heart and lungs by 
keeping up the free access of air and preventing the 
accumulation of venous blood; rest for the nerves 
of digestion and secretion by light, easily assimilated 
food and the avoidance of all mucous irritants : 
rest for the nerves of sensation and special sense 
by the avoidance of all so-called counter-irritants 
and noises. 

Times may change. New methods of treatment 
may arise. But at present this is practically the 
summing up of our knowledge and experience of 
the conditions most favourable to recovery from 
this dangerous cerebral lesion. 

June ijth, 1907. 


The Diseases of the Nose and its Accessory 
Sinuses. By H. Lambert Lack, M.D.Lond., 
F.R.C.S.Eng., Surgeon to the Throat Depart¬ 
ment and Lecturer on Diseases of the Throat, 
London Hospital; Surgeon to the Hospital 
for Diseases of the Throat, Golden Square. 
(London: Longmans, Green & Co.) 

This book is well printed on good paper. The 
illustrations are excellent, many of them being 
original and taken from actual cases. The evil 
consequences of neglected adenoids are pointed 
out and emphasised. While the family doctor is 
usually in favour of operation for the removal of 
adenoids, it is still too common to meet with those 
who unduly minimise the dangers of inaction, with 
the result that after an attack of septic adenitis an 
acute osteitis media occurs with all its serious 
sequel*. The list of prescriptions will be found 
useful. 


We have received from Burroughs Wellcome 
and Co. a sample of their “ Elixoid ” pine tar 
compound, a pleasantly flavoured fluid preparation, 
containing “ Pinol,” tar, terpin hydrate, Virginian 
prune, balsam of Tolu, and ipecacuanha. This 
combination is very effective in the treatment of 
affections of the respiratory organs, as its active 
components are excreted by the lungs, and thus 
exert a slow, steady, and continuous action. It 
allays pulmonary irritation, and is of special service 
in chronic bronchitis and bronchorrhcea. It soothes 
and relieves coughs, and may be used in cases in 
which the administration of preparations of opium 
is inadvisable. Directions: Half to two fluid 
drachms three or four times a day, after meals, or 
small doses may be given more frequently. 
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A CLINICAL LECTURE 

on 

SPLANCHNOPTOSIS. 

By C. MANSELL MOULLIN, F.R.C.S., 
Senior Surgeon and Lecturer on Surgery at the 
London Hospital. 


Splanchnoptosis, the subject which I have chosen 
to-day, is a general term employed to describe 
dropping down of the viscera in the abdominal 
cavity. Enteroptosis should be confined to the 
intestines; gastroptosis, hepatoptosis, nephroptosis, 
and the other terms more rarely used explain them¬ 
selves. Visceroptosis is one of those extraordinary 
hybrids which should never have been invented. 
The complaint itself, especially where single viscera 
are concerned, is well known; but, in spite of the 
very diffuse description given of it by Gl^nard, it is 
seldom considered as a whole. This I propose to 
do to-day, and, though the kidneys differ in a good 
many particulars from the other abdominal organs, 
I shall include them with the rest. 

Where there are so many organs concerned there 
must, of course, be considerable variety in different 
cases, sometimes one feature, sometimes another 
being the more prominent. But looking at the 
subject from a purely clinical point of view, I think 
three fairly well-defined types can be described. I 
do not mean that they are well-marked classes, 
distinct and separate from one another, but types 
around which most other cases can be grouped. 
In the first the displacement is noticed early in 
adult life, sometimes even in childhood, at a time 
when there is no fault to be found with the muscular 
system, when the abdominal pressure is normal, 
and when there has been no sudden absorption or 
deposition of fat. In these the cause is undoubtedly 
congenital, using the word in the same sense as it 
is used in speaking of congenital inguinal hernia. 
There is some structural inadequacy existing at 
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birth, and persisting afterwards ; and the displace¬ 
ment is the natural result. The kidneys always 
lead the way, especially the right one. The left is 
rarely displaced by itself. Pain, dyspepsia, con- i 
stipation, and other disorders are often caused by 
dragging or pressure upon the pyloric end of the j 
stomach or the hepatic flexure of the colon, but it 
is only in the worst cases—those which approach ! 
the second type, and after a long time—that these 
organs take part in the descent. The second 
occurs in older people, for the most part in women, 
especially in those who have borne many children j 
with but short intervals in between, but it is not ' 
confined to these. In this the kidneys are nearly , 
always involved, generally both, but all the 
abdominal viscera, more or less, are displaced, and 
in women the uterus is retroflexed as well. The 
third type is met with chiefly in patients past 
middle life—men or women—whose muscular 
system has degenerated, and who are often the 
subjects of acquired inguinal hernia. The kidneys 
in these are but little concerned. They may even ! 
be no more movable than they are normally, but 
the stomach is displaced downwards, so that the 
lesser curvature is on a level with, or even below, 
the umbilicus, and the intestines have sunk down j 
to such an extent that the epigastric region is 
scooped out, while the hypogastric projects so as 
almost to hang over the pubes. Owing to the 
strength of the lineae semilunares, which do not 
stretch and yield so readily as the intervening j 
muscular portions of the abdominal wall, the lower 
part of the stomach in this variety usually acquires 
a trilobed shape when seen from in front, and this 
seems to pass by almost insensible gradations into 
double inguinal hernia. ! 

In all of these, but especially in the second, 
there is naturally more or less disturbance of the j 
functions of all the viscera concerned, and, as a 
result, disorders of digestion, constipation, anaemia, 
neurasthenia, and hypochondriasis are of common 
occurrence. But though these, when they are 
present, make all the symptoms appear much 
worse, and favour the increase of the displacement 
by weakening the patient still further, they are not, 
in the first instance, the cause of the displacement, 
but its consequence. j 

The first thing in a question of this kind is to 
come to some understanding as to the nature of 
the forces that normally maintain the viscera in 


their position, and the easiest way of approaching 
the subject is to investigate it from the point of 
view of comparative anatomy. In the quadrupeda 
there is no difficulty. The narrow thorax, the long, 
sloping ribs, the strength of the abdominal muscles, 
the length and narrowness of the pelvis, and the 
longitudinal series in which the viscera are arranged 
—one behind the other, instead of vertically, one 
over the other, as they are in man—render it easy. 
But with the assumption of the erect attitude a 
great deal of this becomes changed, and, though 
the transverse widening of the thorax and pelvis, 
and the projection forwards of the lumbar spine 
are of material help, it is manifest that some of the 
viscera must be placed at a considerable dis¬ 
advantage. This is particularly evident in the case 
of the kidneys, and, as the suspensory apparatus 
in their case is different from that of all the other 
viscera, and they are the chief, if not the only, 
organs to be displaced in the first group of cases, 
I shall deal with them first and by themselves. 

In the quadrupeda, speaking generally, the 
kidneys are placed high up on either side of the 
spine, in a narrow and deep recess, in the imme¬ 
diate neighbourhood of what is known as the 
anticlinal vertebra—the vertebra which may be 
regarded as the central point around which the 
movements of all the rest of the body are grouped. 
They are in contact with, and lie underneath, the 
vertebral origin of the diaphragm; while beneath 
them is a strong sheet of fascia, stretching trans¬ 
versely across the body and separating them from 
the peritoneum and the viscera, upon which they 
rest. In these recesses they are supported by 
delicate strands of fibrous tissue, which pass from 
the abdominal walls to be attached partly to the 
special layer of perirenal fat which surrounds the 
kidneys, partly after passing through this to the 
capsule of the kidney itself. Their position, there¬ 
fore, is exceedingly secure. They are recessed by 
the side of that part of the spine which has the 
least movement. The action of the diaphragm has 
scarcely any influence over them. They rest upon 
a broad sheet of fascia and upon the viscera which 
lie underheath them ; they have nothing pressing 
down upon them, and they are held in position by 
fat and cellular tissue. 

All this becomes changed with the assumption 
of the erect position. The deep, narrow recesses 
become broad and shallow, especially in women, 
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owing to the greater width of the pelvis, and espe¬ 
cially in right-handed people upon the right side 
of the body. The diaphragm becomes much more 
important. Its range of action is increased, and 
the direction of its force is such as to drive the 
kidneys vertically downwards instead of horizontally 
backwards. The pressure of the liver upon the 
right kidney helps in the same way. It lies on top 
of the kidney instead of in front of it. The part 
of the spine with which the kidneys correspond, 
instead of being the centre around which all 
action takes place, is one of the most movable and 
flexible. The sheet of fascia is no longer beneath 
them to support them, but in front; and below the 
kidneys, at their lower poles, there is no special 
support of any kind. The only forces that hold 
them up are the pressure exerted upon them by 
the viscera that lie in front of them, and the deli¬ 
cate cellular tissue that traverses the perirenal fat. 
Normally they move up and down with every 
breath, in many people as much as half an inch, 
and in some even more ; and if the abdominal 
pressure is lowered from any cause it requires very 
little force suddenly applied, and an even less 
degree applied continuously, to increase the range 
of movement until it becomes pathological. The 
wonder is not that the kidneys become unduly 
movable, but that they remain as fixed as they do. 
The critical point—the point at which the mobility 
ceases to be normal and becomes pathological— 
is not difficult to determine. It does not depend 
in the least degree upon how much of the surface 
of the kidney can be felt below the ribs. That is 
regulated by their position and by the shape of the 
thorax. A kidney is pathologically movable when 
it descends with the diaphragm, and fails to return 
with it when the diaphragm ascends again. 

In the first group of cases that I described the 
right kidney is the earliest organ to leave its place, 
and in a large proportion it is the only one. Its 
insecurity is the natural result of congenital struc¬ 
tural causes, consecutive to the change in attitude 
and exaggerated by sexual characteristics; and its 
attachments are so weak that it may slip down 
without the least alteration in the general abdo¬ 
minal pressure. This is evidenwfrom the frequency 
with which right nephroptosis occurs in children 
and young adults with well developed abdominal 
muscles. In a few the left kidney follows, and 
then the pylorus and the hepatic flexure of the 


colon ; but this rarely occurs until other causes, 
especially diminished abdominal pressure, have 
come into play ; and such cases really belong to 
the second group. 

In the second group the displacement affects all 
the abdominal organs more or less. The right 
kidney usually leads the way, because of the 
natural weakness of its attachments, but the other 
organs soon follow. Normally they are supported 
partly by the surrounding pressure exerted upon 
them by the abdominal wall, partly by special 
attachments of their own. The former of these 
naturally depends upon the tone and strength of 
the muscles. If they are weakened from any 
cause the abdominal pressure falls and ceases to 
help in resisting the influence of gravity. There is 
no longer any effective outside support, and the 
internal organs have to rely upon their own attach¬ 
ments. These, though—with the exception of the 
right kidney—they are strong enough in ordinary 
conditions, soon begin to yield when the whole 
strain is thrown upon them. And this occurs all 
the more quickly because in these cases the special 
attachments of the viscera are affected by loss of 
tone in just the same way as the abdominal 
muscles, only of course in less degree. Both lose 
their tone, neither alone is sufficient as a support, 
and consequently the viscera begin to drop. But 
the mischief does not stop here. It is a mistake 
to consider the attachments of the viscera as a 
thing separate and apart from the viscera them¬ 
selves. The abdominal organs are not slung up 
by mere mechanical ties. Whatever affects the 
special attachments of the viscera affects the viscera 
too. There is loss of tone everywhere. The 
viscera, losing the support of the abdominal 
muscles, not only drag upon their attachments and 
sink down, they themselves become -flabby and 
relaxed ; they press heavily upon those beneath 
them, and their shape and working power become 
affected. The stomach drops down and becomes 
dilated from atony of its walls. The pylorus is so 
large and flabby that it can scarcely be distinguished, 
and admits four fingers easily. The intestines are 
habitually distended. The mesentery is elongated. 
Everything is toneless and relaxed; and with all 
this there is often at the same time considerable 
increase in weight arising from the deposition of 
fat. As a result all the viscera begin to drop. 
The kidneys usually lead the way. If they do not 
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they very soon follow. The greater curvature of 
the stomach sags down. The pylorus sinks below 
the level of the umbilicus. The transverse colon 
and the attachment of the mesentery by the side of 
the lumbar spine follow suit ; the liver rotates 
upon a transverse axis, so that the upper surface 
comes into contact with the anterior abdominal 
wall; its shape becomes elongated downwards; 
and very soon the whole of the intestines collapse 
together into the hypogastric region and rest either 
in, or upon, the upper aperture of the pelvis. The 
splanchnoptosis becomes general, and all the con¬ 
sequences that naturally result from such a con¬ 
dition—dyspepsia, attacks of biliary colic, constipa¬ 
tion, neurasthenia, and hypochondriasis—soon 
make their appearance. The effect can easily be 
imagined. The patient grows worse and worse. 
A vicious circle is set up. The health suffers more 
and more. Less and less exercise is taken, and 
the tone of the muscular system, and of the intes¬ 
tines and their attachments, becomes worse than 
ever. Up to a certain point this condition is still 
capable of cure, or at least of relief. But when 
once things have begun to move in a circle of this 
kind, each cause entailing consequences which 
react upon itself and make it worse, the patient is 
only too likely to become a permanent invalid. 

Of course, in every case there are accessory 
causes besides these. The mode of life, repeated 
pregnancies, physical inertness, diet, clothing, etc., 
all play their part. Constriction of the lower part 
of the thorax by tight clothing and wearing ill- 
fitting corsets are especially blamed, as might be 
expected. But many of the worst cases I have 
seen were in patients who certainly were not guilty 
of one or the other, and I am myself disposed to 
think that the low, straight-fronted corsets, which 
have become fashionable in the last few years, are 
advantageous rather than otherwise. Setting all 
these upon one side as accessories—important, 
if you like, but still accessories—the essential 
factors are diminished abdominal pressure caused 
by the yielding of the wall; loss of tone in the 
hollow viscera and in their attachments and 
supports, increasing weight, and especially in the 
case of the kidneys, making them so often lead the 
way, defective support arising from the alteration in 
the direction of the force of gravity. The disorders 
of digestion make everything worse and render the 
patient’s life miserable, but they are, in the first 


place, the consequence, not, as Gl£nard seems 
disposed to think, the cause. 

The last type which I mentioned may be con¬ 
trasted with the other two in many ways. I have 
not met with any instance in young adult life. 
Nearly all the cases occur in middle-aged men, 
and especially among those who, like the stokers 
employed in gas works, have to lift heavy weights 
for long hours while exposed to great heat. The 
combination of heavy, continuous, muscular work 
with high temperature seems to be particularly 
injurious. The kidneys take little or no part in 
this type, and I have not met with any instance in 
w r hich the liver has undergone any material depres¬ 
sion. The stomach appears to be the organ first 
involved, and then the bowels; and the pylorus, 
the duodenum, and in bad cases the whole mesen¬ 
teric attachment slip down until there is nothing 
left in the epigastric region but a part of the liver. 
As the stomach is very greatly dilated in these 
cases, as well as depressed, it has occurred to me 
whether the inordinate quantities of fluid often 
swallowed by men who have to work under these 
conditions may not help in bringing about this 
condition. So long as the muscles of the abdo¬ 
minal wall retain their strength, the displacement 
is not very noticeable. When these begin to give 
way the lower part of the abdomen bulges out in the 
peculiar trilobed manner I have already mentioned; 
acquired inguinal hernia soon follows, and the 
patient becomes practically disabled so far as that 
particular occupation is concerned. 

The principles upon which the treatment of 
splanchnoptosis should be conducted are easily 
described. So far as the cause is some congenital 
structural defect, it can only be met by mechanical 
means in the same way as congenital inguinal 
hernia. On the other hand, where the displace¬ 
ment is due to general enfeeblement, an attempt 
must be made to hold up the* organs that are 
dropping, either by restoring the tone of the 
muscles and of the attachments of the viscera; or, 
where this cannot be done, by substituting some 
kind of mechanical support; or by operation. .Put, 
except in early cases in which the descent is not 
yet serious, and in those in which one organ only 
is involved, the results are seldom as good as 
could be wished. 

In the first group of cases, those in which the 
right kidney is the only organ, or almost the only 
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organ in fault, and in which the cause is mainly, if 
not entirely, congenital, the question of treatment 
turns upon the extent to which other organs are 
interfered with and the chances of the kidney 
inflicting serious injury upon itself. 

In many instances a movable right kidney does 
not give rise to any symptoms or the least incon¬ 
venience. The patient may not even be aware of 
its existence, and no treatment may be required, 
but in others it is followed by very serious con¬ 
sequences, such as may even endanger life. It 
may, for instance, drag upon the pylorus through 
the fold of peritoneum that lies in front of it, and 
cause symptoms so severe as to suggest the presence 
of chronic gastric ulcer. It may press upon the 
bile duct, and cause attacks of jaundice or biliary 
colic almost as painful as those that accompany 
biliary calculi. The ureter may become acutely i 
bent upon itself, so that the escape of urine is j 
checked, and hydronephrosis follows. The kidney j 
may become congested and painful from compres- j 
sion of the renal vein, or later it may become the I 
seat of tubercle or calculus, both of which are j 
more liable to occur in a kidney that is constantly | 
being bruised than in one that remains compara- ! 
tively fixed and stationary. I have many times in 
operating upon these cases found the surface of ' 
the kidney badly scarred from old bruises. In | 
such there can be no question. The kidney must ^ 
be restored to its proper place and fixed there, so 
that it cannot slip out again ; and provided this is 
done in time, before the patient has been allowed 
to drift into a neurosis, and become a hypochon¬ 
driac or a neurasthenic, the patient can be cured 
and rendered capable once more of leading an 
active life. 

How this is to be done, whether by means of 
some external contrivance such as a belt or pad, 
or by an% operation, depends upon the degree of 
displacement. If this is complete, so that the 
kidney has lost all relation to the diaphragm and 
no longer moves with it, no pad applied to the 
front of the body or belt will ever keep it in its 
place if the patient is allowed to get about. Such 
a contrivance, it is true, often gives a certain degree 
of comfort, especially at first, but the relief is due 
to the kidney being steadied and prevented from 
ranging so widely, not to its being replaced in its 
natural bed and kept there. Pads and belts are 
only of use in incipient cases, before the displace¬ 


ment is complete or the symptoms have become 
severe, and after operations in which the kidney 
has been fixed, as a precaution. And in every 
case, whenever they are used, they must be com¬ 
bined with systematic muscular exercises, designed 
so as to strengthen all the trunk muscles, not those 
of the abdominal wall only, and with massage and 
rapid vibratory stimulation. This is one of the 
difficulties that are always encountered when ex¬ 
ternal appliances are used. It is so difficult to 
make this class of patient understand the importance 
of strengthening the muscles at the same time as 
giving them support; to make them realise that a 
certain definite time every day must in future be 
given up to exercises, and that these must be 
carried out, not in a perfunctory way, but with a 
definite object and a rational appreciation of their 
purpose, as part of the day’s routine, so long as the 
belt is worn. 

When the displacement is complete there is no 
remedy but operation. The only way to fix the 
kidney in its proper bed, so that it will again follow 
all the movements of the diaphragm as it ought to 
do, is by suture. The plan that I have adopted 
for the last few years is to pass the sutures, which 
are to hold the kidney until the lymph around it 
has become permanently organised, through the 
eleventh and sometimes through the tenth inter¬ 
costal space, according to the length and shape of 
the thorax. When these are tied the kidney can 
be seen in the wound moving up and down with 
each act of respiration. It is true that the pleura 
is traversed by the sutures, and upon more than 
one occasion I have heard air entering into it while 
the sutures were being inserted. But I have never 
known any ill result arise from this, and I have 
not found that anything short of this can be relied 
upon to succeed. If this is carried out efficiently, 
and the patient is kept quietly in bed until the 
lymph thrown out around the kidney has become 
firmly organised, the cure is permanent. 

In the second group of cases the treatment is 
much more difficult. The patients are almost 
always of middle age, the abdominal wall is relaxed, 
there is often a great deposit of fat, and the dis¬ 
placement is not confined to one organ. In the 
early stages, before there is a serious degree of 
general ptosis, a great deal may be done in the way 
of prevention by careful dieting and exercises, if 
only the treatment is carried out thoroughly and is 
kept up as part of the daily routine. So many 
patients begin well, but soon grow tired and want 
something fresh. A support is necessary in these 
cases, and though straight-fronted corsets are not 
ideal, they are often the best, because they are 
worn willingly. Operation is only to be advised 
if the displacement is limited to one or two organs, 
and it is definitely the cause of the suffering the 
patient experiences. The two kidneys, for instance, 
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should be fixed in position if there is threatened 
hydronephrosis. In such cases this must be done ; 
there is no option unless the patient is to be con¬ 
fined to her couch for the rest of life. And if the | 
displacement causes serious interference with diges¬ 
tion, the pyloric end and lesser curvature of the 
stomach should be supported by Beyea’s operation ( 
—making three longitudinal tucks in the gastro- - 
hepatic omentum, each embracing and enfolding j 
the one before. It is, of course, a serious under- | 
taking, especially as such patients often are not : 
good subjects for operation, but in such instances j 
it is a choice between this and leading the life of a 
permanent invalid with constant suffering. I have 
on several occasions performed a double operation, 
and once a triple one, with very material benefit, 
relieving the patient from continual pain and from i 
a grave source of danger, and enabling her to get 
about afterwards, wearing a belt, with a very fair 
degree of comfort. 

I have never tried fixation of the stomach to the 
wall of the abdomen as recommended by Rovsing, j 
or slinging it up by means of the great omentum. 
Both methods have obvious disadvantages and 
cannot succeed better than that devised by Beyea. 

When the displacement is general, when, for 
instance, the liver has undergone rotation and 
alteration in shape, and the duodeno-jejunal 
support has given way (even the pancreas some¬ 
times slips down), the prospect is naturally far 
worse ; but even then, if one organ is conspicuously 
causing trouble, a limited operation will sometimes 
render life far more comfortable. So far as the I 
rest are concerned, all that can be done is to j 
supply the patient with a suitable abdominal I 
support. The one that I have found most useful I 
is that suggested by Mr. Bradburne, of Southport, 
in which the hypogastric region is supported with¬ 
out any pressure upon the stomach itself, while a 
certain amount of freedom is left for the abdominal 
muscles. Even this, however, will not succeed in 
bad cases. It stands to reason that when the 
special attachments of the viscera have given way, 
no amount of pressure applied from before back¬ 
wards will ever prevent the organ slipping down 
behind the support. Cases that have been allowed 
to reach this stage are incurable. 

Very much the same is true of the third type. 
No operation is possible, and no mechanical con¬ 
trivance can hold the viscera in their place. All 
that can be done is to support the lower part of 
the wall of the abdomen so that it may not yield 
farther; and the best appliance for this is a double 
inguinal truss provided with a cross piece, and 
worn in association with the ordinary form of belt. 
This at least renders the patient free from the risk 
of the hernia becoming unmanageably large, and, 
generally speaking, enables him to get about as 
much as such patients ever care to do. 

June 24 th, 1907. 


A LECTURE 

ON 

HOARSENESS. 


Delivered at the Seamen’s Hospital, Greenwich 

By StCLAIR THOMSON, M.D., F.R.C.P;, 
F.R.C.S., 

Physician for Diseases of the Throat, King’s College 
Hospital; Surgeon Throat and Ear “ Dreadnought” 
Hospital, Greenwich. 


Gentlemen,— First of all I have to apologise for 
selecting hoarseness as a subject for your con¬ 
sideration, because, on reflection, it sounds rather 
a silly title; it is like lecturing on “ pain in the 
stomach,” or something equally vague and un¬ 
scientific. But I recollect, when I was a student, 
my old teacher, Sir George Johnson, had a favourite 
clinical lecture on “ pain in the back,” and pupils 
were always impressed with what an excellent 
discourse it made. Sir George used to say : “ Sup¬ 
pose a patient comes to you with pain in the back, 
what may it be, and how would you arrive at the 
diagnosis ” ? It embraced many things, from lum¬ 
bago to locomotor ataxy. 

Hoarseness is a subject which is not, I regret to 
say, appreciated either by the public or the pro¬ 
fession. It is quite remarkable the number of 
patients who will gradually get hoarse, or who will 
have a hoarseness left after a cold, and who will 
get so used to it that not only will they not 
complain about it, but they will actually deny that 
their voice is in any way altered. In the same 
way, the practitioner will have a patient come to 
him, and so long as he speaks without pain the 
practitioner may hardly note that the patient’s 
voice is somewhat hoarse. The patient talks 
boldly, and there will be an impression that it is 
the natural tone of voice. Even relatives may not 
have noticed any difference. I once went to a 
sanatorium and had dinner there with the resident 
Sitting opposite to me were two very bright ladies, 
chatting and laughing. And afterwards I said to 
the resident medical officer, “ What a pity those 
ladies have marked tubercle of the larynx; they 
are doubtless doomed.” “ Oh,” he said, “ but they 
are not doomed, they have not tuberculosis there ; 
the relatives have told me that they always had a 
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rough voice.” I answered that they had tubercle 
there. He allowed me to examine them both, and 
I found advanced laryngeal tuberculosis. That is 
not usual, because you will remember I have 
mentioned here that tubercle in the throat is 
generally rather painful, and patients are then apt 
to economise their voice, and swallow frequently 
when talking, especially if the disease is at all 
marked. I had a patient whom I saw- the other 
day for whom I did a laryngo-fissure—that is to 
say, I split his larynx and removed from it a 
malignant growth, which embraced the w’hole of 
one vocal cord and the beginning of the other one. 
I did the operation in the month of October. He 
had been seen by a leading physician in July who 
had sent him to Carlsbad because he was gouty, 
and the man had seen two or three people before. 
He said he had been hoarse for six months, and 
my opinion is that he had been hoarse for over a 
year, yet as he was a man who did himself well in 
the matter of tobacco and alcohol, and had a 
rough, strong voice, he had not noticed the onset 
of hoarseness and other people had not noticed it 
either. What brought him to me was a certain 
amount of stridor, and then he thought it was time 
to see a throat doctor. I believe he will quite 
recover, but that is by the way. 

In regard to hoarseness we ought to distinguish 
it from such alterations of voice as we discussed 
here the other day when speaking of adenoids in 
children, /. e. people who have no nasal resonance. 
We will leave those alterations of enunciation and 
resonance out of the question. I think we might 
distinguish between huskiness and hoarseness. I 
do not know whether I am quite right in doing so, 
but I use the word huskiness to embrace alterations 
in the enunciation of the voice, such as in the very 
typical case of the man we had recently in the 
clinic here with a peri-tonsillar abscess. I pointed 
out to you that he had what I call the tonsillar 
voice, w’hich meant that his vocal cords were not 
impaired, but that the movements of the root of 
his tongue were interfered with. His vocal cords 
were quite clear, and the mucus there rattled about 
and interfered with the enunciation of his voice, 
and the inflammation around his tonsils gave him 
this tonsillar voice. And that brings us down to 
the subject of our lecture to-day, namely hoarse¬ 
ness. 

Hoarseness is essentially caused by some affection 


of the vocal cords. But I should like to point out 
that there may be an affection of the larynx without 
hoarseness, although I do not think there can be 
hoarseness without an affection of the larynx. It is, 
therefore, not enough for patients to have their 
larynges examined simply because they are hoarse ; 
certain cases ought to be examined even when they 
are not hoarse. Here is a drawing of a simple 
acute laryngitis. That patient was intensely hoarse j 
and he was hoarse because the acute inflammatory 
condition of his vocal cords and arytenoids hurt 
him very much to move them. The inflammation 
was so acute that even the muscles were interfered 
with. Compare with that this picture of a chronic 
condition, a cyst of the epiglottis. That cyst on 
the epiglottis was discovered by accident; the cyst 
was nearly as large as a pigeon’s egg, but what the 
patient consulted me for was not anything con¬ 
nected with his throat, but for deafness, and the 
cyst in the throat was discovered during the 
routine examination of the ear, nose, and throat 
which one habitually makes. It was causing him 
no symptoms, and for that reason, when I discovered 
it, he refused to have it touched. After having 
discovered it I heard that it got on his mind, and he 
came into my hospital, where a colleague removed 
it. So there was a man with an affection of his 
larynx which did not produce hoarseness, just as 
others have a slight acute condition which renders 
them very hoarse. There is another condition 
which we must distinguish, and that is the hoarse¬ 
ness of the speaking and singing voice. There are 
many people whose voices are not at all harsh or 
hoarse when they are talking, and yet when they sing 
they become distinctly hoarse. Here is a picture of 
a patient with what are called “ singer’s nodules.” 
There may be either one nodule, or, more usually, 
symmetrically placed nodules. Such a patient 
will very probably be able to talk in a very strong, 
clear voice, and if he were a singer might possibly 
be able to sing as a baritone or bass, or, in the case 
of a lady, as a contralto. But if he or she were to 
attempt to sing as a tenor or a soprano, the voice 
would crack—it would be harsh on the higher notes. 
People’s voices are said to be very variable at 
different times, and that depends on many condi¬ 
tions. I have known a patient who had these 
singer’s nodules and who talked very well, but 
who did not seem to make much progress with 
his singing. I told him the presence of the 
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nodules accounted for his singing not being 
effective. And yet he said the longer he sang in 
the evening the better his voice became, and 
therefore he was not inclined to go in for silence. 
He said that when he felt vigorous and sang 
boldly his voice was very good indeed. That tenor, 
by putting a lot of extra breathing power into his 
expiratory blast, forced up the nodules so that the 
two cords would then come together. That explains 
one cause of the variability. Of course, the singing 
and activity lubricates the larynx, and after sleep 
or resting the voice will become husky. In such 
a case you can hold out a justifiable hope that 
towards evening it will be better than in the 
morning, though it will be worse again next morning. 
The ventricle of Morgagni secretes mucus, which, 
every time one swallows, is passed over the top of 
the vocal cords, and passes out through the inter¬ 
arytenoid space into the oesophagus, where it is 
unconsciously swallowed. 

Hoarseness may not appear, as I said before, 
although the larynx is affected. It generally 
appears when the cords are affected, but we must 
remember that when we say the cords are affected 
we mean by new formation, because the cords may 
suffer from certain forms of paralysis and yet there 
may be no hoarseness. When the cords simply 
do not come together well and leave a chink in the 
middle, the voice will be weak, but it will not be 
hoarse. When a deep inspiration is taken, the 
cords will open right out if they are healthy. 
When the cords adduct properly and are smooth 
along the edge, they just let the air come through 
imperceptibly, and when we sing a note the note 
is clear. But supposing these cords are paretic 
and do not meet, but leave a little gap in the middle, 
the patient will then have an affection of the vocal 
cords; but he will not be hoarse—he will only have 
a weak voice. And there are lots of people who, 
as far as I have watched them for years, always 
have a permanent paresis and their voices are 
rather pleasant, a soft, soothing kind of voice, 
which carries quite well in a quiet room. This 
paresis will account for the voice fatigue if it be 
recent, but such patients will not be hoarse. You 
may have the cords meet quite properly in the 
middle line but they will not open properly, and 
that is very important, because the abductor 
muscles are affected in many constitutional 
diseases. The larynx may be one of the parts to 


show that, and yet the patient may not be hoarse. 
For instance, a man has a curious pain round his 
waist; perhaps he says it is in his stomach ; there is 
a tightness round there, and he feels uncertain 
about his walking at night. And that is all you 
may find abnormal about him. His patellar 
reflexes may be all right and his pupils normal, 
and yet that patient may have—although it is not 
usual so early—abductor paralysis from locomotor 
ataxy. And you would find that out by looking 
into his larynx. He would be able to say a strong, 
clear “ ee,” and his vocal cords will come up in the 
middle line and meet quite boldly, but when you 
ask him to take a deep breath you will find that 
probably both cords fail to open out to the proper 
extent, perhaps one more than the other. If the 
condition is found on one side only, you will look 
for some local lesion—goitre in the neck, enlarged 
cervical glands, mediastinal tumour, aortic disease, 
malignant disease of the oesophagus, etc. I have 
not mentioned all the conditions—there is a long 
list of them. When the affection is on one side 
only it is chiefly the left, because on that side the 
recurrent laryngeal nerve makes a much longer 
journey than on the right side, and therefore is 
much more exposed. When the affection is 
bilateral, your attention should be directed more to 
some central lesion, such as I mentioned just now 
—locomotor ataxy—although one must not forget 
that it may be due to peripheral neuritis. The 
bilaterality of it and the equality of it rather point 
to some central lesion of the nerve. This little 
diversion which I have made is to point out to you 
what I said just now, that there may be an affection 
of the larynx without hoarseness, although you 
cannot have hoarseness without an affection of the 
larynx. 

Now, as to the varieties of hoarseness. There 
can be no doubt that the most marked is acute 
laryngitis, such as that which is figured in the 
picture I hand round. And here, again, when we 
talk of hoarseness we are not speaking of the 
strength of the voice. Some people will speak 
strongly with a very hoarse voice, and others will 
speak feebly with only a slightly hoarse voice. 
Acute laryngitis is the most marked form of hoarse¬ 
ness, because it is generally an infection of some 
sort; it is acute, and it infects the muscles. And 
it often is an affection of the arytenoid joints, 
which are painful for the patient to use. The 
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cords may be the seat of affections besides those 
paralytic ones, and in some of them the hoarse¬ 
ness may be trifling or not existent at all. For 
instance, in the case of the patient you saw last 
week, with a growth, with the prolapse of the 
ventricle of Morgagni, if that patient happened 
to come under observation in her early stages 
there is no doubt we should have seen an affection 
of her larynx, and there would be the commence¬ 
ment of the tumour which you saw the other day. 
That woman will probably scarcely have been 
hoarse at all, although if she had been particular 
about her symptoms she would probably have told 
us that she was hoarse on certain days or at certain j 
times. In these people whose hoarseness varies, | 
although they have a definite new formation of 1 
some kind, the variability depends on many j 
things, fatigue amongst other things, and de¬ 
fective well-being. But to a large extent it j 
depends on the accumulation of mucus, which 1 
ought always to be flushing all round the air- 
passages like the even lubrication of a motor-car. 

If it does not flow evenly you get a misfire here. 
And so it is when these people tell you that their 
voice is very often clear at times, and they will ! 
ask you to explain why it is. You must tell them, 
because it satisfies them, that it is the mucus, 
and that it is due to catarrh, because these 
parts are not supplied with ciliated epithelium 
or the mechanism to pass the mucus on. So 
you can see that- in early conditions the hoarse¬ 
ness will be either absent or slight, or variable. 
But there is another important thing, and that 
is, that the amount of hoarseness is directly 
proportionate to the degree in which the free 
border of the cord is invaded, and also the 
anterior commissure. A patient may have quite 
considerable infiltration in his interarytenoid space, 
which is a very favourite seat for tubercular deposit, 
and also’ a region in which syphilis appears, and 
unfortunately, too, it is the region in which malig¬ 
nant growths are apt to occur. There is a very < 
rough clinical memorandum worth remembering, 
and that is that tumours in the anterior part of the j 
larynx are more likely to be simple than when 
near the posterior commissure. I have not j 
mentioned the epiglottis, because it is a very 
favourite situation for syphilis, and to a less j 
degree, of tubercle. But with regard to tumours | 
and neoplasms this is a rough guide, although it is | 


not to be taken as true without exception. To 
return to what I said as to the hoarseness being 
proportionate to the extent to which the free 
margin of the vocal cord is affected, and propor¬ 
tionate to the extent of the anterior portion 
being involved, you will understand why that is. 
The patient might have a decided tubercular 
or syphilitic deposit in front of his arytenoid, but 
above the level of the vocal cords. And although 
these deposits might make him husky because of 
the collection of phlegm there, it would not be 
likely to make him hoarse, because the lesions are 
away from the free margin of the cords. So in our 
patient the other day with a prolapse of the 
ventricle of Morgagni, before it reached the free 
margin she would only have been hoarse occasionally. 
It may even be between the cords, and the cords 
may be so strong and contract so powerfully that 
they will squeeze between them any growth or 
infiltration which may be there, and the voice will 
scarcely be altered. The cords meet and there is 
no waste of air. But suppose that, instead of 
being on the posterior half, the patient has a small 
fibroma on the free border of the vocal cord, and 
towards its anterior commissure, it will cause a 
very great amount of hoarseness compared with a 
much larger growth in the posterior commissure. 
And that possibly explains why it is that people 
i with growths in the anterior region, like singers 
| with singer's nodules, or young people with small 
j fibromata, will often come for advice and treat- 
; ment, whereas many people will let a deposit take 
I place in the neighbourhood of the posterior com- 
I missure, and let it go on a long time before they 
| will be .struck with their hoarseness. Also it is 
I less fatiguing. That explains why the degree of 
hoarseness bears no proportion to the size of the 
neoplasm. Of course, we are talking of chronic 
cases. 

The best way to find out why a patient is 
hoarse is to look into his larynx. But it is not 
everyone who can do that. But short of doing 
that one can sometimes “ snigger at a surmise,” as 
they say in America. The way to snigger at a 
surmise in connection with these things is to first 
of all realise whether this is an acute or a chronic 
condition. That is why it is so important to 
obtain the careful history, not always trusting to 
the patient himself or herself. It should be a rule 
that no one should be allowed to be hoarse all the 
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time for more than a month, or intermittently i 
hoarse for a couple of months without getting I 
really a skilled laryngoscopic examination made. 
If the practitioner in whose hands the patient 
is does not feel justified in doing it, he should not i 
incur the responsibility of treating the case ; he 
should tell the patient simply that he wishes to 
have his larynx examined. He should not hesitate 
to have this done any more than he would hesitate | 
to have the fundus oculi examined if the patient 
could not see out of one eye, because it is of vital 
importance at all ages of life. In young people 
these singers’ nodules are often the result of faulty 
voice production, and singers and teachers, or 
orators, or barristers might often be saved a great 
deal of loss of health and time and money if they 
were told that they were using their voices wrongly, 
and that they must either stop talking for a time, I 
or adopt a different method. With regard to older I 
patients, this claim which I am advancing has I 
been insisted on by Sir Felix Semon, and he says 
that no person over forty should be allowed to 
remain hoarse for any length of time without a 
skilled examination, because he, like others of us, 
has been struck with the slow progress of epithe¬ 
lioma of the larynx in its early stages. Endo- 
laryngeal epithelioma is an extremely slow growing 
tumour, and I can show you a patient who was 
hoarse for eighteen months before I operated upon 
him, and that is now three years ago, and there 
has been no recurrence. Once an epithelioma has 
broken out beyond the larynx, the outlook is 
extremely hopeless, the very opposite of what it is 
when the growth is confined to the larynx. There 
is no part of the body in which cancer occurs 
which is more favourable for cure than inside the 
larynx, just as there is no part in which it is less 
favourable than when it has become extrinsic to 
the larynx. And that is why this appeal has been 
made for the early diagnosis of hoarseness in 
elderly people. But the same thing applies to 
young people, not only because of the simple 
growths I have mentioned to you, but for two 
other reasons which strike me. One is that a 
diagnosis of a * general condition may often be 
settled by seeing into the larynx, that is to say, a 
doubtful history of syphilis may be given, and yet 
a syphilitic deposit in the larynx causing the slight 
chronic hoarseness which the patient regards as 
important, may save the patient suffering, and may 
even save his life. And that is also true in regard 
to tubercle. The early diagnosis of tubercle is of 
the highest importance, because it is not at all 
uncommon for us to be able to make that diagnosis 
before the chest signs of the disease are clear 
enough to enable anyone to pronounce, from them, 
a definite view. In many a case of tubercle of the 
larynx the skilled laryngologist, by a glance into 
the larynx, can say positively that it is tubercle, 


when the most skilled examination of the chest by 
a physician will not reveal it. And that is impor¬ 
tant, not only for the diagnosis of these conditions, 
but for the treatment, for there can be no doubt 
that the earlier the case is treated in tuberculosis 
of the larynx the more prospect there is of a cure. 

With regard to “ sniggering at a surmise,” do not 
be deceived by the patient who talks strongly in a 
hoarse voice, because, as I tell you, he may have a 
very extensive amount of syphilis, just as a patient 
slightly husky with a weak voice may have an early 
but distinguishable stage of tubercle. As I pointed 
out the other day in the out-patient room, the 
alcoholic bus driver or the syphilitic lady of the 
streets talk quite cheerfully in a husky voice, 
because the syphilis does not hurt them, whereas 
the poor tuberculous patient is apt to speak rather 
carefully, and during speaking there are little 
swallowings and clearings of the throat. And some 
of these patients are apt to complain of their larynx 
to a greater extent than what you can see would 
seem to justify. Others will go on in a most 
remarkable way, gradually getting used to it. It 
all depends on the situation of the lesion. 

The treatment of all these conditions of hoarseness 
entirely depends, naturally, on what the diagnosis 
is. But no patient should be allowed to drift 
into hoarseness of a permanent character without 
diagnosis, any more than one would allow an eye 
to drift into blindness without having it carefully 
examined, if one is not able to examine it properly 
oneself. The other things which are in relation to 
hoarseness must also be borne in mind. That is 
to say, some people are only slightly hoarse, but 
they might have a great deal of obstruction. A 
patient may say his voice is a little bit rough, yet 
when he makes exertion or falls asleep at night 
he may have a great deal of stridor, and that may 
be due to the fact that it is an acute inflammatory 
affection, and that the cords will not separate for 
deep breathing, because of the congestion of the 
arytenoids. Or it may be due to the fact that he 
has oedema above the vocal cords ; or he may have 
an oedema in the sub-glottic space, and yet his 
voice is only slightly altered. Many of these cases 
are very deceptive because what is called acute 
septic laryngitis or pharyngitis—and the two are 
often combined—will produce a very slight altera¬ 
tion in the voice. It is a sort of alteration in the 
ring of the voice, more a huskiness than a hoarse¬ 
ness, and yet these patients will, not infrequently, 
die suddenly from cardiac failure, or die suddenly 
from the onset of acute oedema of the glottis, which 
should have been prepared for, and perhaps 
protected against, by a laryngoscopic examination. 
So that hoarseness, whether acute and associated 
with symptoms of stridor, or chronic, ought to be 
carefully investigated whatever the age of the patient 
may be. 

June 24 th, 1907. 
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THE MECHANISM OF THE 
ASTHMATIC DYSPNG2A. 

By FRANCIS HARE, M.D., 

Late Consulting Physician to the Brisbane General 
Hospital. 


It is generally admitted that the paroxysmal 
dyspnoea of asthma is obstructive and depends 
upon narrowing of the calibre of the smaller 
bronchial tubes. As to the mechanism of this 
narrowing opinion is still divided. Many, perhaps 
the majority, believe that the tubes become 
narrowed by contraction of their own circular 
muscular fibres—the bronchial constriction theory. 
Others maintain that the lumen of the tubes becomes 
narrowed by swelling of the lining mucosa—the 
vasomotor theory. 

The important experimental work of Brodie and 
Dixon * has been freely cited in support of the 
bronchial constriction theory. These observers 
claim to have shown that narrowing of the calibre 
of the smaller bronchi can be caused, directly by 
stimulation of the peripheral end of the vagus, and 
reflexly by stimulation of the central end of the 
vagus and of the nasal mucosa. Let the truth of 
this claim be granted. And, further, let it be 
granted that constriction of the tubes so brought 
about would cause obstructive dyspnoea similar to 
what occurs in asthma. Even so, it by no means 
follows that the obstructive dyspnoea of the 
ordinary asthmatic paroxysm depends on bronchial 
constriction ; and it seems certain that many of 
the clinical observations which have been, or may 
be, made concerning this affection are inconsistent 
with that view. On the other hand, it must be 
equally admitted that swelling of the mucosa of 
the tubes would cause obstructive dyspnoea; and 
there would seem to be no single clinical observa¬ 
tion which is not entirely consistent with the view 
that the obstructive dyspnoea of asthma is so 
caused. 

Respiratory Phenomena of the Asthmatic 
Paroxysm . 

The asthmatic paroxysm is said to begin suddenly. 
This statement requires modification, at least as 
regards the majority of cases. It is true that the 


wheezing and dyspnoea commonly make their 
' appearance suddenly. But even so, these sym- 
| ptoms do not attain their maximum for some time, 
and before their onset there is unmistakable evi- 
I dence of the commencement oi obstruction in the 
| bronchial tubes. There is a progressively increasing 
' expansion of the chesty so that by the time that 
wheezing is commencing the lungs are approxi¬ 
mately in the position of full inspiration. This is 
no new observation. But the sign is often missed, 
not only by the physician, but by the patient. In 
men the expansion may be quite overlooked. But 
in women attention is often forcibly called to it by 
| the urgent necessity for loosening the corset. If 
1 at this point the corset can be promptly loosened, 

■ the onset of wheezing and dyspnoea is deferred for 
I a time. Otherwise both symptoms quickly attain 
| their climax. No clearer evidence could be brought 
I as to the meaning of this progressive pre-dyspnoeal 
expansion of the chest. It is fully explicable 
as an unconscious or subconscious conservative 
manoeuvre undertaken by all the muscles of 
inspiration in order to antagonise the progressive 
I narrowing in the calibre of the bronchial tubes. 
The narrowing might be due to contraction of the 
circular muscles or to vascular distension of the 
mucosa, but the progressive onset would seem to 
! be more suggestive of the latter. 

I At the height of the paroxysm all the inspiratory 
' muscles, extraordinary as well as ordinary, are con- 
! tracted to their utmost. As a result the chest is 
j enlarged in all its dimensions. Amongst the 
I inspiratory muscles must, of course, be included 
i the diaphragm, which is fully contracted and there- 
I fore depressed; as a result the liver and other 
' abdominal organs are displaced downwards. The 
| contraction of the diaphragm is often referred to as 
| “ spasm ” ; and one view maintains that spasm of 
I the diaphragm is the essential feature in the 
j asthmatic paroxysm. But this is untenable on 
j many grounds; nor is there any apparent reason 
! for regarding the action of the diaphragm as other 
than a part of the general inspiratory spasm. On 
the other hand, careful examination during the 
paroxysm shows that the expiratory muscles during 
expiration are not violently contracted ; they may, 
indeed, be actually flaccid (Starling).* This is of 
importance because it is frequently stated that the 

* ‘Text-book of Physiology/ E. A. Schafer, vol. ii, 

1 p.312. 


‘ Path. Soc. Trans./ 1903. 
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dyspnoea of asthma is essentially expiratory. It is 
true that the expiratory phase is prolonged, but 
this fact is susceptible of another explanation. 

Inspiration during the asthmatic paroxysm is 
short, palpably attained by forced muscular action, 
and ends with the extreme limit of expansion. 
Expiration, on the contrary, is prolonged and 
attained by the elastic recoil of the tissues. This 
recoil is permitted by an extremely cautious and 
therefore slow relaxation of the contracted inspira¬ 
tory muscles; the patient dares not suddenly relax 
his inspiratory spasm, stilt less make any serious 
use of his expiratory muscles. The reason for 
this is clear. It is at the end of the inspiratory 
phase that the lumen of the bronchioles is most 
patent, and that consequently communication 
between the air-cells and the outer atmosphere is i 
most free. Hence, contrary to what happens j 
normally, the longer pause in respiration occurs at I 
this point. During the slow expiration which j 
succeeds, the lumen of the bronchioles steadily | 
decreases until towards the close of this phase the 
opposing walls of many, if not most, of these tubes 
appear to be in actual contact. This is shown by 
auscultation. From the commencement to the 
end of expiration there is a steady increase in the 
number of sibilant rhonchi, which are thus most 
numerous at the end of this phase. Hence at this 
point there is practically no respiratory pause as 
occurs in normal breathing; the end of expiration 
is perforce at once followed by the commencement 
of inspiration. Moreover it is clear that expiration 
stops far short of normal expiration. The whole 
respiratory cycle in the asthmatic paroxysm is 
carried on at a degree of chest expansion which 
greatly exceeds that of normal breathing. In more 
than one case I have taken careful chest measure¬ 
ments during a paroxysm, and found that the 
circumference at the end of the asthmatic expira¬ 
tion was actually greater than the circumference at 
the end of a normal inspiration. 

The ever-present tendency to collapse on the 
part of the smaller bronchi explains the inability 
to cough experienced by the asthmatic during a 
seizure, for coughing, if at all severe, involves a 
strong expiratory effort. 

Vascular Phenomena of the Asthmatic Paroxysm . 

The respiratory phenomena of the asthmatic 
paroxysm indicate merely that there is a temporary 


narrowing of the lumen of the bronchioles; they 
throw little light on the nature of the obstruction. 
They are consistent, therefore, with the bronchial 
constriction theory and with the vascular distension 
theory. But the same is by no means true of the 
vascular phenomena of the paroxysm. These lend 
no support to the constriction theory; they are, on 
the other hand, entirely consistent with the dis¬ 
tension theory. 

During the paroxysm the frequency of the pulse 
may be diminished, unaltered, or increased. But 
there is one marked alteration in the artery which, 
in my experience, is invariable, at any rate in the 
radial—namely it becomes constricted. This is 
insisted on by Hyde Salter, who says : “ The pulse 
| during severe asthma is always small, and small in 
proportion to the intensity of the dyspnoea; it is 
so feeble sometimes that it can hardly be felt. . . . 

I have never known the small pulse absent in 
severe asthma.” * That the constriction of the 
radial is intimately connected with the dyspnoea is 
! shown by the fact that “immediately the paroxysm 
yields the pulse resumes its normal volume ” (Hyde 
Salter).f William Russell applied the arterio- 

meter during the dyspnoea, and immediately on its 
subsidence; he found the diameters of the radial 
were 2 '2 and 2*4 mm. respectively. I But the 
radial is not the only artery which may be observed 
to be constricted during the asthmatic dyspnoea. 
Probably all the arteries which supply the surface 
are similarly affected more or less. Hence the 
| pallor and coldness of the skin so commonly 
observed—a condition perhaps most marked in 
the extremities. 

Now, a simultaneous constriction of the arteries 
supplying any large area necessarily involves a 
tendency to a rise in the general or aortic blood- 
pressure. Spch tendency may, however, be antici¬ 
pated in more .than one way. It may be antici¬ 
pated (1) by some inhibition of the heart-beat 
through the vagus, or (2) by a simultaneous dila¬ 
tion of the arteries supplying some other area. 
Both methods are admitted to obtain in the 
domain of physiology (Leonard Hill),§ and both 
are undoubtedly applicable in that of pathology. 

* ‘ On Asthma,’ 1868, p 72. 

t Ibid., p. 73. 

X ‘ Lancet,’ June 1st, 1901, p. 1522. 

$ ‘Text-book of Physiology,’ E. A. Schafer, vol. ii, 
' pp. 81, 82. 
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But it is curious to note that the principle involved 
in mutually compensating areas of vaso-constriction 
and vaso-dilation has been very largely ignored in 
the elucidation of pathological problems. 

Nevertheless, this principle may be applied to | 
the problem of the mechanism of asthma. As has 
been said, there is in all cases an extensive area j 
of vaso-constriction, and it is only in some that 
there is any diminution in the pulse-rate ; conse¬ 
quently, we are encouraged to search for com¬ 
pensatory areas of vaso-dilation, d fortiori , of 
course, in those cases which present increase in 
the pulse-rate. Such areas, indeed, are not diffL 1 
cult to find. In many there is manifestly vaso- ! 
dilation and consequent vascular distension of the , 
nasal mucosa. The post-nasal and pharyngeal I 
areas may be similarly affected, and “ Storck 
actually observed with the laryngeal mirror that 
in certain instances of asthma the whole length | 
of the trachea and part of the right bronchus were | 
deeply congested ” * (Goodhart). Of course the j 
lower portions of the bronchial mucosa are hidden ; 
from sight, but is it not highly probable—judging 
only from what has preceded—that the mucosa of j 
the smaller bronchi is similarly affected with vascular ( 
distension, and that such distension constitutes the | 
obstruction responsible for the asthmatic dyspnoea? | 

Brodie and Dixon consider it “ unsafe to argue 1 
that because the nasal mucous membrane can 1 
rapidly become turgid and swollen a similar thing 
can occur in the bronchi.”f They point out that 
the nasal mucosa is extremely vascular, containing 
large venous plexuses which form a sort of 
cavernous erectile tissue, but that the bronchial 
mucosa is thin and possesses a relatively poor 
blood-supply. This argument seems peculiarly 
unfortunate for the bronchial constriction theory; 
it can so readily be turned to favour the rival 
view. Let it be imagined that the whole length of 
the invisible bronchial mucosa is affected with 
vascular distension to the same extent as was the 
visible tracheal mucosa in Storck’s cases above 
referred to. The diminution in lumen so caused 
would be inappreciable in the larger tubes—it 
would certainly be inadequate to cause obstructive 
dyspnoea; but in the smallest tubes (’2 to 4 or 
6 mm.)+ the impediment to respiration would 

* Allbutt’s 4 System of Medicine,’ vol. v, p. 300. 

f 4 Pathology of Asthma,’ p. 21. 

X Quain’s 4 Anatomy,’ vol. iii, Part IV, p. 181. 


obviously be serious. Now, it is just in these 
tubes that the auscultatory signs of asthma have 
always led us to localise the obstructive lesion ; 
and it is just here that a demonstration of such 
localisation has been made by Fraenkel, who had 
an opportunity of making a necropsy on a patient 
who had died during a paroxysm. Microscopi¬ 
cally, marked changes were found in the smallest 
bronchi or bronchioles— i. e. tubes which still 
retain their stratified columnar epithelium, but 
which have lost their cartilages and glands and 
which are about to break up into the alveolar 
passages and infundibula; the changes were con¬ 
fined to tubes of this size,* and they were con¬ 
sistent with what might have resulted from vas¬ 
cular distension. Now, were these minute tubes 
lined with any “ sort of cavernous erectile tissue ” 
instead of a relatively non-vascular mucosa, it 
seems certain that in the majority of cases the first 
severe asthmatic paroxsym would prove immedi¬ 
ately fatal. To the peculiar anatomical constitu¬ 
tion of the bronchial mucosa may be ascribed 
the low primary mortality of asthma. 


The Vasomotor Theory of Asthma. 

It is open to question whether the vasomotor 
theory of asthma has not suffered through inade¬ 
quate statement by its sponsors. Andrew Clark 
speaks of an “internal urticaria,” Osier of a 
“ neurotic affection characterised by hyperaemia 
and turgescence of the mucous membrane of the 
smaller bronchial tubes” ;+ while Fagge quotes 
the view that “ the mucous membrane of the tubes 
becomes very rapidly swollen by ... a 
fluxionary hyperaemia,” or (as Weber puts it) by 
a “ dilatation of its blood-vessels through the 
influence of the vasomotor nerves.”* Now, all 
these statements are true (differences in phrase¬ 
ology being allowed for), but they by no means 
cover the whole truth. Moreover, like all part 
truths, they tend to leave a false impression on the 
mind. The vascular changes responsible for the 
asthmatic dyspnoea are not a mere local affair ; 
they are, on the contrary, very widespread indeed , 
if not actually general. 

Assuming the work done by the heart to remain 
constant, the dilation of any artery or group of 


* J. J. Perkins, in the 4 Practitioner,’ 1900, p. 447. 
t 4 Principles and Practice of Medicine,’ 1894, p. 499. 
t ‘Text-book of Medicine,’ 1891, vol. i, p.1147. 
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arteries will cause an increase in the flow of blood 
to the tissue supplied. This is due to two factors : 
(i) to the decrease of resistance in the dilated 
arteries, and (2) to the undiminished resistance in 
all other arterial areas through the maintenance 
therein of the normal degree of arterial constriction 
or physiological arterial tone. Were all the arteries 
dilated simultaneously the result would be a 
decrease, not an increase, in the flow of blood in 
the capillaries, including those of the bronchial 
mucosa. But in asthma there is in the extra- 
bronchial areas, not only a maintenance, but, as 
already pointed out, a very manifest increase of 
arterial constriction or tone, at any rate in the 
cutaneous area. Hence the blood-flow is in greater 
degree than normal shut off from the surface, and 
turned with concentrated force into the bronchial 
area. Thus the conditions could hardly be more 
favourable for producing the maximum of vascular 
distension in the latter situation. 

Clinical Evidence in Support of the Vasomotor 
Theory . 

The view that the obstructive dyspnoea of 
asthma depends upon vascular distension of the 
lining mucosa of the smaller bronchi, brought 
about by a widespread, if not general, disorder of 
the vascular balance through vasomotor action, is 
capable of being supported by a large amount of 
clinical evidence; indeed, it dees not seem too 
much to say that all the clinical evidence is con¬ 
sistent with this view. But in order fully to appre¬ 
ciate the bearing of such evidence it is essential to 
maintain clearly and constantly before the mind's 
eye each and all of the factors in the bronchial 
vascular distension. These are at any rate four 
in number. There is (1) the exaggerated vaso¬ 
constriction, or increase of physiological vascular 
tone, in the large cutaneous and possibly other 
cases, (2) the vaso-dilation in the bronchial area, 
(3) the work done by the left ventricle, and (4) 
the integrity of the mitral valve. 

(1) The Exaggerated Vaso - constriction of the 
Cutaneous Area . 

Anything which increases this factor is liable 
to initiate or aggravate the asthmatic dyspnoea. 
Most asthmatics have learned through experience 
to avoid cold shower baths. Hyde Salter knew a 
lady whom a walk of two minutes in her garden 


| would render asthmatic if her chest was bare. 

! The mere fact of her chest being covered would 
prevent this occurrence. Further, asthmatic 
breathing immediately followed if her feet got 
damp and cold.* Many of the instinctive habits 
of the asthmatic are dictated by the facility with 
which the vascular balance of the bronchial mucosa 
is deranged—for example, his terror of draughts, 
his tendency to case himself in flannel and live in 
warm and stuffy rooms. Some forms of emotion, 
especially fear, are associated with sudden cutaneous 
vaso-constriction, and sudden fear is peculiarly 
prone to induce an asthmatic paroxysm.t The 
1 malarial rigor is associated with extreme cutaneous 
vaso-constriction, and in malarious districts there 
is a well-marked malarial asthma. Not infrequently 
in such cases the asthmatic paroxysm takes the 
place of the malarial rigor.J Not only in malaria, 
however, but during the invasion stage of many 
febrile states, there is distinct vaso-constriction of 
the skin, and it is during this stage—and during 
! this stage alone—of most fevers that asthma is 
liable to be precipitated or aggravated. Asthma 
recurring during the invasion stage of influenza is 
the most familiar current example, but dengue, 
typhoid, and many other continued fevers offer 
equally marked examples. 

On the other hand, anything which diminishes the 
cutaneous vaso-constriction relieves the asthmatic 
dyspnoea. Heat applied locally relaxes constricted 
arterioles, and any form of heat applied to the 
surface of the body during the asthmatic paroxysm 
gives manifest relief, such relief being proportionate 
to the extent of the surface heated and, within 
certain limits, to the intensity of the heat applied. 
Sitting in a hot bath up to the neck, or in a hot-air 
or vapour bath from which the face is excluded, 
usually confers almost complete freedom of respira¬ 
tion for the time being. Some emotions—anger 
and other excitements—are commonly associated 
with cutaneous vaso-dilation and flushing, and 
Salter points out that the relief from asthma by 
violent emotion may be more sudden and complete 
than by any other remedy. § Some drugs, notably 


* ‘ On Asthma,’ 1868, p. 312. 
t Ibid., p. 147. 

X ‘ Med. Times and Gazette,’ 1884, vol. i, p. 75, et seq., 
also‘Clinical Researches on Disease in India,' i860, p.55, 
by Norman Chevers. 

$ ‘ On Asthma,’ 1868, p. 210. 
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the nitrites, relax the cutaneous arterioles, and the 
sudden relief usually afforded by amyl - nitrite 
inhalation is well known. Alcohol acts similarly 
though more slowly, and Salter found alcohol the 
only effectual remedy in some asthmatic paroxysms. 
Physical exercise has a twofold effect upon the 
vascular system : for a time after it commences the 
blood-pressure rises, thereafter it falls materially , 
(Leonard Hill). Now, whatever the cause of the ] 
initial rise, there is no question that the subsequent j 
fall depends upon the large vaso-dilation which 
occurs in the muscular and cutaneous areas together. 
In exact conformity with this is the influence of i 
exercise on the dyspnoea of asthma. At the com¬ 
mencement of exercise the difficulty of breathing 
is accentuated, but patients who have the power 
and resolution to persevere, experience later very 
marked freedom of respiration—a freedom which 
endures during the continuance of the exercise and 
for a time thereafter. This fact, long since pointed 
out by Salter, is of extreme importance in practical 1 
therapeutics. j 

(2) The Vaso-dilation in the Bronchial Area. 1 

Anything which increases this factor is prone to I 
initiate or aggravate the asthmatic dyspnoea. | 
Heat locally applied is a ready means of increas- I 
ing vaso-dilation ; and most asthmatics, if ques¬ 
tioned, confess to a distinct increase of wheezing 
on suddenly passing from the outer air into a 
warm room. Any doubt we may have on this 
point could readily be set at rest by trying the 
effect of a warm inhalation, moist or dry, upon a 
patient during an asthmatic paroxysm. I have [ 
tried the experiment once, but I have no intention 
of repeating it, since I feel sure that it is fraught | 
with no little danger. What is true of warm air | 
is doubtless true of some chemical vapours, i 
namely, their inhalation directly increases the 
bronchial swelling. The vapour of burning sulphur I 
has this effect in some but not in all asthmatics. 

On the other hand, anything which diminishes 
the bronchial vaso-dilation—which tends, that is, to 
promote bronchial vaso-constriction —relieves the 
asthmatic dyspnoea. Cold locally applied always 
has this influence; and the inhalation of ice-cold 
air during the asthmatic paroxysm gives relief 
which is as marked and prompt as is the added 
distress which follows any kind of warm inhalation. 
Nor is there in my experience any counterbalanc¬ 
ing danger in this therapeutic procedure. It 
follows that the most effective thermal means of 
relieving the asthmatic paroxysm consists in the 
application of heat to the ivhole surface of the body , 
combined with the inhalation of cold air. This may 
be effected by placing the patient in a vapour 
bath from which the face is excluded, while causing 
him to breathe through an inhaler containing 
broken ice. The effect in all cases in which I 
have tried it has been the practically complete 


relief of the dyspnoea for the time being. Chemical 
astringents also may be applied locally. Hyde 
Salter heard of two cases in which the inhalation 
of powdered alum had been successfully employed. 
But Salter had pinned his faith irrevocably to the 
bronchial constriction theory. Hence he was con¬ 
strained to question the facts supplied him. He 
suggested that the cases referred to must have 
been cases of chronic bronchitis, not asthma. 
44 That the local application of an astringent might 
do good to a congested and humid mucous mem¬ 
brane is intelligible, but that the application of 
alum could relieve muscular spasm I cannot 
believe.” * On the vasomotor theory of asthma 
the results are, of course, both intelligible and 
credible ; they are strictly analogous to those ob¬ 
tained from urethral and vaginal injections of 
solutions of alum in gonorrhoea and other con¬ 
gestive or inflammatory conditions. Adrenalin, 
probably the most powerful vaso constrictor known, 
has been applied locally by the atomiser in solu¬ 
tions of various strengths, and has been promptly 
successful in many cases of asthma (jipson). t 
Undoubtedly such results must be ascribed to 
direct constriction of the dilated arterioles in the 
bronchial mucosa. Apparently equal success has 
followed the general action of the drug when 
given hypodermically (D. M. Kaplan). J In this 
case, of course, all the systemic arterioles without 
selection are constricted, and the consequent ten¬ 
dency to rise in general blood-pressure is in part anti¬ 
cipated by vagus inhibition of the heart-beat. But 
the general constriction is, of course, immaterial 
so long as the arterioles of the bronchial mucosa 
participate therein. Hence it is obvious that 
general vaso-constriction and general vaso-dilation 
may both be employed to relieve the obstructive 
dyspnoea of asthma. Finally, it seems probable 
that the relief afforded in asthma by many fumes, 
such as the smoke of nitre paper, is really effected 
by means of direct bronchial vaso-constriction, and 
not through any 44 antispasmodic ” action. Tobacco 
smoke certainly has this vascular influence in 
many cases; exhaling a few mouthfuls of cigarette 
smoke through the nostrils will frequently give 
complete temporary relief from vasomotor nasal 
obstruction. The same is true of the inhalation 
of chloroform vapour; and Salter says of one case 
of asthma: 44 The first act of inspiration was 
accompanied with a sensible relief long before the 
blood charged with chloroform could have reached 
the nervous centres.” § 

{3) The Work done by the Left Ventricle. 

This is manifestly an essential factor in vascular 
distension wherever situated. Hence anything 


* ‘ On Asthma,’ 1868, p. 314. 
t * Kansas City Lancet,' September, 1902. 
X 4 Medical Record,’ March 18th, 1905. 
f 4 On Asthma,’ 1868, p. 217. 
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which increases the work will aggravate the dysp¬ 
noea, while conditions diminishing the work will 
give relief. It is possible that the increase of 
dyspnoea which immediately follows the com¬ 
mencement of exercise depends upon increase in 
the force and frequency of the heart-beat; and the 
same may be true of the increase of dyspnoea which 
follows the medicinal use of strychnine, ammonia, 
and other heart stimulants. On the other hand, 
syncope, vomiting, retching, and nausea are all 
associated with depressed cardiac action, and all 
these conditions have frequently been noted to 
concur with the complete subsidence of the asth¬ 
matic paroxysm. Though he held that asthma is 
often started reflexly through irritation of the 
gastric terminations of the stomach by improper I 
food, Salter was careful to point, out that ‘‘the * 
relief by an emetic is clearly not mechanical, as it 
comes on the moment the nausea is felt, before 
any vomiting has taken place; moreover, an 
emetic affords relief even when the stomach has 
been previously empty and contains nothing to be 
vomited.”* The marked relief which accompanies 
the physiological action of large doses of lobelia, 
tartar-emetic, ipecacuanha, and tobacco is doubt¬ 
less effected in a similar manner. 

But the systolic force of the heart is permanently i 
reduced in the cardiac failure of advanced cardiac ! 
disease; and many old-standing cases of asthma 
in which emphysema and cardiac dilation super- i 
vene lose all trace of true asthmatic dyspnoea when 
the last-named condition has become well marked. 

(4) The Integrity of the Mitral Valve. 

This also is manifestly a factor essential to the 
production and maintenance of a high degree of 
vascular distension in the bronchioles. No more 
effectual means of precluding vascular distension 
of any area in advance of the aortic opening could 
be devised than a material leak in the mitral valve, 
whereby much of the onward force of the blood¬ 
stream would be lost. For vascular distension of 
the bronchi there would be substituted a tendency 
to vascular distension of the lung parenchyma. 
Hence it happens that the establishment of mitral 
regurgitation not rarely terminates permanently 
the liability to paroxysms of asthma. I cannot 
quote authorities in support of this statement, but 
I have myself seen at least two cases in which the 
sequence occurred, nor do I doubt that many 
others have made the same observation. As 
pointed out by Broadbent in connection with the j 
l>arallel subsidence of anguinal seizures in the same 1 
event, the subsequent course of the disease may 
be entirely changed, t There remains a liability 
to dyspnoea, even paroxysmal dyspnoea, but such 
can hardly be mistaken by the clinician for the 
peculiar dyspnoea of asthma. 

* ‘On Asthma/*1868, p. 240. 

t ‘ Lancet/ 1905, p. 1400. 


Whatever weight may be attached to arguments 
drawn from laboratory experiments on the lower 
animals, there would seem to be no clinical facts 
which support the view that the asthmatic par¬ 
oxysm as seen in the human being depends upon 
bronchial constriction rather than upon vascular 
distension through vasomotor influence. On the 
other hand, the clinical evidence herein adduced 
in support of the vasomotor theory is but a fraction 
of that which is to be found in medical literature. 
Such evidence, however, will not all be found in 
current literature, nor even in that which has been 
published during the present generation. Further¬ 
more, when found it requires to be rearranged 
and correlated. - This task has been, to some 
extent, attempted in my recent work, 4 The Food 
Factor in Disease.’* 

Postscript .—Since I wrote the above, Dr. Wilfred 
J. Hadley has advanced the view that while some 
cases of asthma are due to bronchial turgescence, 
others depend on bronchial spasm.t He urges 
the difficulty of explaining the immediate relief 
which follows chloroform and morphia in some 
cases, except by assuming bronchial spasm, and 
states that turgescence is never seen to arise and 
subside with sufficient rapidity to account for the 
suddenness of the onset and subsidence of the 
dyspnoea which are sometimes observed. 

But, as argued in this article, the bronchial 
turgescence responsible for the obstructive dyspnoea 
of asthma depends upon spasm—spasm of the 
cutaneous arterioles and possibly of those of other 
w T ide areas. Nor is there any a priori reason why 
contraction and relaxation of the circular muscles 
of the bronchioles should occur with greater 
rapidity than contraction and relaxation of the 
circular muscles of the arterioles: the fibres of 
both are of the non-striated variety. Furthermore, 
it is an observable fact that vaso-constriction and 
vaso-dilation, leading to vascular distension or 
turgescence, do both occur with a degree of 
rapidity which is ample to explain the phenomena 
of the most explosive paroxysm of asthma. As 
examples of the former may be instanced the 
sudden cutaneous vaso-constriction of fright (which 
in patients so predisposed may actually induce an 
asthmatic paroxysm), and that which concurs with 
an attack of vasomotory angina. As examples of 
the latter we have ordinary blushing, the sensible 
turgescence of the lachrymal glands which occurs 
when the eyes suddenly fill with tears, and some 
forms of temporary nasal obstruction. Nose block 
dependent on vasomotor action may arise with 
great rapidity: it may be relieved with equal 
rapidity by cocain or adrenalin locally applied, or 
sometimes by nitrite of amyl inhalation. 

June 24th, 1907. 


* Longmans, Green & Co., 1905. 
+ ‘ Medical Annual/ 1907, p. 126. 
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INJURIES TO THE SUPERFICIES OF THE 
EYE; THEIR COMPLICATIONS AND 
TREATMENT. 

A Lecture delivered at the Polyclinic. 

By N. BISHOP HARMAN, M.A., M.B.Cantab., 
F.R.C.S.Eng., 

Ophthalmic Surgeon to the Belgrave Hospital for Children; 
Senior Ophthalmic Assistant, Middlesex Hospital ; 
Chief Clinical Assistant, Moorfields. 


Gentlemen,— I propose to call your attention to 
some very simple and common injuries to the 
superficies of the eye and its associated structures, 
which you are always liable to be called upon to 
treat. I shall confine myself to the simpler injuries, 
those which, in their management, will call forth all 
your skill in observation and treatment, but which 
will require no more appliances than a suture, or 
a spud, or some medicament for their treatment. 
Though they will be almost all of a common order 
they will be none the less worth your attention, for 
simple injuries of the eye are very annoying to the 
patient, and in not a few cases these common, 

1 simple injuries may threaten the integrity of the 
^ eye as an effective organ of vision. Again, they 
1 present to us, nowadays, an unusually important 
aspect, seeing that very simple injuries to work¬ 
people may render their employers open to serious 
| claims for damages; and perhaps by reducing the 
1 workman’s vision increase the future risk to injury, 
which is to his disadvantage since it will limit the 
' possibility of his securing good work. 

| For the convenience of this lecture I shall ex- 
1 elude all such injuries as cause penetration of the 
! eyeball, whether by instruments or foreign bodies. 

1 Only those injuries which affect the surface of the 
eyeball and its associated protecting structures 
' will be considered. 

| ** * Black Eyes. 

i Let us first consider injuries to the eyelids. 

I Blows about the face are by no means infrequent. 
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In the casualty department of any city hospital 
their absence would be a rare feature on a Saturday 
night. Most of them do no more hurt to the eyes 
than paint their surroundings in livid hues, which 
make their possessors objects of scorn to the street 
urchins for a fortnight or so. 

But all black eyes are not the result of street 
rows. You may be called on to treat some come 
by quite innocently. A loose hearth-rug may trip 
up anyone and bring him to grief, and a half-open 
door has, I doubt not, greeted most of you with a 
most unpleasant kiss. We want to prevent the 
black eye if we get the case early, or get rid of the 
black eye with the greatest expedition if we only 
get the case later in the day. In the first case, let 
me warn you never to promise to prevent a black 
eye ensuing from a blow, however great be your 
belief in preventative measures. People vary 
greatly; a haemorrhage will result in the loose lid 
tissues from a very little injury in some people, 
and others will escape when the skin has been 
severely contused. You will remember how easily 
some children get black eyes and subconjunctival 
haemorrhages in the paroxysms of whooping-cough, 
yet other children with much more severe paroxysms 
escape entirely. With this caution as to prognosis 
let us proceed to attempt the prevention. 

Let us say the skin is contused, perhaps a little 
broken at the immediate site of the blow ; there is 
already some cedema about the lids; they are a 
little glassy-looking and heavy to open. The signs 
are those of a simple inflammatory reaction to the 
blow. But we must not be content with this; we 
must part the lids so as to satisfactorily examine 
the eyeball and see that there is no gross damage 
to it. Then it is always well to make more than a 
casual examination of the cornea, and in this nothing 
is more useful than the installation of a drop of a 
watery solution of fluorescin; it stains epithelium 
that has been disturbed—as from an abrasion—a 
brilliant green, and reveals damages that could not 
be detected by the most careful naked-eye exami¬ 
nation. 

In such circumstances as these—a simple inflam¬ 
matory reaction to a blow—the favourite application 
of former years was a cold lead lotion, and very 
effective it was, and can be still, in checking the 
progression of the inflammation. But before you 
use a lead lotion you must be absolutely sure that 
the corneal epithelium is undamaged, for lead is 


| very easily deposited in the abraded cornea. To 
: assert the cornea is undamaged by a simple inspec- 
j tion takes so much for granted that I advise you 
| not to run the risk of using a lead lotion. I have 
, seen cases where to an ordinary inspection the 
I cornea appeared uninjured, yet the use of a lead 
I lotion demonstrated that it had been injured, for 
1 the lead entered into the breach, and tattooed the 
[ cornea with an indelible white mark, which sadly 
| diminished vision. This is a result not pleasant tu 
contemplate. 

Next to lead lotion the most popular application 
is undoubtedly a juicy beef steak, and that remedy, 
though disgusting, can be most effective. It acts 
by being a cold, clinging, heavy mass. Since it is 
heavy and semi-solid it fills the eyelids and the 
depressions under the brows with a perfect nicety 
| and exerts an even, steady pressure to all parts 
equally; it is a good conductor of heat, and when 
this power is temporarily exhausted on one side it 
can be promptly reversed. So it is at once an 
effective pressor bandage and refrigerant. But I 
don’t think you will recommend a juicy beef steak ; 
j it can only be used for a short time and it is 
altogether too gory and too homely a remedy; 
beside, we ought to be able to improve upon it. 

Packs of finely-crushed ice would fulfil this plan 
I of treatment to a nicety, but such an intensely cold 
application is painful, and there is risk of injury to 
the eye by its causing constriction of the retinal 
vessels. 

The use of a cold evaporation lotion in a suitable 
dressing or pack will be found of most general 
utility. In fact we will imitate the features of the 
, beef steak as far as possible. 

Two points are to be considered : (a) the pack 
or dressing to carry the lotion, (b) the lotion. 

Nearly everyone uses the ever-handy lint or 
cotton-wool dressings. I do not find these suffi¬ 
ciently satisfactory for this purpose. As soon as 
lint or wool is soaked with lotion and applied 
! to the face the surface in contact with the skin 
gets rapidly warm, but the pack does not pass on 
, the heat as a good conductor should, and the 
water-logged cotton tissue is so close in texture 
that any evaporating quality in the lotion is lost so 
far as evaporation from the skin is considered; in 
fact, because evaporation does not take place there 
is a danger that the spirit which is to be evaporated 
may, by reason of its imprisonment, become an 
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irritant. There is, however, at hand, in almost 
every household, a tissue which can make an 
ideal pack—the netted dish-cloth. Take a clean 
specimen, cut off a portion about 4 in. by 6 in., 
fold it once, soak in the lotion to be chosen and 
apply to the face. It is so limp it will fit the 
part accurately; it is so loose that it only holds the 
lotion on the face, and allows the most free evapora¬ 
tion, and therefore cooling. The double layer 
forms a thickness of nearly a quarter of an inch, 
and as the lotion is evaporated fresh cold lotion 
can be dropped upon the pack, and it will diffuse 
through the network without requiring any change 
of position or reversing. 

For a lotion nothing is better than a 5 per cent, 
spirit lotion, scented with eau-de-Cologne or 
lavender water if elegance be required. Weak 
spirit applied to the conjunctiva causes a stinging 
sensation, so it is well to put some vaseline between 
the eyelids before using such a lotion; the grease 
will fill the palpebral fissure, clog the lashes, and 
prevent the entrance of the fluid to the conjunc¬ 
tiva. So, also, if the skin about the eye be broken 
it can be protected from the spirit by the grease. 

Astringent lotions are of doubtful utility—they 
scarcely act through unbroken skin. Hamamelis 
is a favourite application; it is quite harmless. 
Arnica is often employed, but it is not always 
harmless; it occasionally produces severe skin 
irritation and symptoms not unlike erysipelas. 

When the services of an attendant to the 
patient can be obtained a very efficient means of 
mild, cooling and astringent effect is to be obtained 
by spraying the part with the 5 per cent, spirit 
lotion after sealing the lids with vaseline, but in 
most cases the pack I suggest will be found 
sufficient. 

In severe cases of contusion we may determine 
upon more vigorous interference, and that is best 
effected by extracting blood from the part. A 
leech, placed just above the zygoma a full inch 
behind the external canthus, will abstract enough 
blood to cause such a contraction of the vessels 
over the whole area of the eyelids as will very 
effectually check the onset of a black eye. But 
the measure needs caution. The leech must not 
be allowed to bite on the loose skin about the eye¬ 
lids close to the canthus else we may provoke the 
very thing we are aiming to prevent, for on the 
cessation of the suction of the leech blood may 
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suffuse into the tissue, and a partially blackened 
eye result. Again, after all such blood-letting 
the patient must be kept recumbent, or else there 
is a rapid reaction to the blanching of the tissue, 
and the good effect is lost. 

Occasionally our help is asked for the expeditious 
relief of a patient from a black eye in full bloom. 
It cannot be done. The effused blood has to be 
absorbed in the ordinary course, we can hasten its 
disappearance a very little by gentle massage. The 
best we can do, when the disfigurement is a serious 
matter to the patient for some reason or other, 
is to counsel him to disguise it by practising the 
art of the stage beauty, and by the skilful applica¬ 
tion of grease-paint and powder cause the blackened 
eye to present an appearance au nature /. 


Complications. 

Considering the number of contused wounds 
about the eyebrows that children suffer from falls, 
it is remarkable how few cause any serious trouble. 
But we cannot reckon on a complete immunity 
from complication. I published recently (‘The 
Conjunctiva in Health and Disease,’ p. 123, fig. 21) 
a case of such a simple injury from a fall. But 
there followed extensive necrosis of the eyelids, the 
condition known as “ noma,” and death therefrom. 
The abrased skin over the external angular process 
had been infected with the B. Klebs-Lofiler, and its 
most virulent effects ensued. Such a case warns 
us of the necessity of carefully cleansing with suit¬ 
able antiseptics any such simple injuries that may 
come under our care. 

Again, in other instances, from just such blows I 
have seen eyes permanently damaged or destroyed. 
Healthy eyes have suffered ruptures of the choroid, 
dislocations of the lens with consequent permanent 
reduction of vision, and in myopic eyes complete 
detachment of the retina with total loss of vision 
has resulted. All these injuries have been found 
to follow blows of quite moderate severity, but 
there was to be noted in almost all cases a lack of 
protection of the globe. Either the globe was 
more prominent than usual, or the bony margin 
of the orbit was not as well developed as is common, 
so that the globe received the full force of the 
blow and suffered therefrom. 

lastly, on the matter of black eyes, let me warn 
you to be careful in cases where blood appears 
under the conjunctiva. This is a symptom of deep 
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haemorrhage and it may indicate a fractured skull. 
In all such cases put the patient to bed at once 
and keep him there; and consider the case from 
the point of view of a head injury. 

Cut Eyelids. 

Perhaps the injury to the eyelids most common 
after black eyes are cuts due to the impact of 
broken glass. I recently attended a woman who 
had had both lids cut across by a tumbler which 
had been thrown at her. The eyeball escaped 
injury but the lids were divided by jagged incisions. 
Here our aim is to get the cut tissues reunited 
in exactly their natural position, crease for crease, 
lid edge to lid edge. With patience each lid was 
stitched in an even line, and each jagged tag of 
skin stitched into the recess from which it was cut. 
Wounds of the face and lids heal with remarkable 
rapidity, but if we do not control the union of the 
cut edges by careful sewing, a puckered lid will 
result, and there will be a permanent disfigurement, 
and probably the constant nuisance and discomfort 
of entropion or ectropion from displacement of 
the lids. Wounds of this kind rarely involve the 
lachrymal apparatus; the caniliculi and sac are too 
well protected by the nose to be cut by missiles, 
but on occasion the sac or a caniliculi have been 
severed by an incised wound. 

This leads us to consider wounds produced by 
narrow cutting instruments. They are not common 
in this country, but when met with they demand 
our utmost care, for the instrument causing them 
may have penetrated deeply. The bones of the 
orbit and about the internal canthus are so thin, 
and communicate with such important cavities, 
that serious injuries may be hidden under a simple¬ 
looking punctured wound and be easily overlooked. 

In not a few cases death has ensued from 
unsuspectedly deep incised wounds. Read Mac¬ 
kenzie’s “ Text-book on the Diseases of the Eyes ” of 
1830 ; there you will find narratives of several such 
cases, where a simple-looking incision of the loose 
skin of the lids was really the entrance to a long or 
deep wound piercing the orbit and reaching the 
cranial cavity. But these scarcely come within the 
scope of this lecture on superficial injuries, only I 
would say make sure of inquiring what weapon 
produced the wound, lest we fail to recognise the 
seriousness of the case. 

Incised or punctured wounds have been known 


to cut into the lachrymal sac and produce a fistula. 
Others have penetrated into the ethmoidal cells 
and been followed by emphysema of the eyelids. 
Wounds of the upper lid have caused ptosis palpe- 
brae owing to the severance of the levator muscle; 
and cuts over the malar bone have severed the 
branch of the facial nerve to the orbicularis palpe- 
barum and so produced lagophthalmos. A fistula 
is a small matter and easily cured by a plastic 
operation; an emphysema will subside on the healing 
of the injured nasal mucosa; and the muscular 
inefficiency may be guarded against by accuracy in 
uniting the severed structures. 

Foreign Bodies. 

Our next concern will be with injuries to the 
superficies of the globe, and particularly those 
caused by “foreign bodies.” We may consider 
these later accidents first, since they are so very 
common. 

Men, and particularly artificers, are very liable to 
injuries from foreign bodies. In one clinic of 
Moorfields Hospital I examined the case-papers 
for a year. The great majority of cases of injuries 
of this sort occurred in men of young adult age— 
15 to 30 years; a fair number occurred amongst 
adult males of 31 to 55 years. Women in these 
years of life—15 to 55—were singularly free from 
such accidents; whilst children from birth to the 
age of leaving school—14 years, and old people of 
both sexes over 56 years of age, suffered little 
from such injuries, and the males no more than 
the females. 

The greater incidence amongst the male patients 
of Moorfields is explained by the number of machine 
and engineers’ shops in the neighbourhood. 1 
found that it did not occur amongst all male 
patients in a fair distribution. For amongst the 
alien patients—and these are mostly occupied in 
sedentary labour, such as tailoring—foreign bodies 
in the eye were much less frequent; with an equal 
number of patients there would be one such case 
amongst the alien workers to six cases amongst the 
native patients. This is just what we should 
expect Trom our ordinary observation of the risks 
of occupation; and we guard against the risk to some 
extent by insisting that men engaged in hazardous 
labour should be specially protected against in¬ 
juries to the eyes from flying particles by the wearing 
of goggles. Whilst on this point let me remark that 
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the benefit accruing from protecting spectacles is 
the best assurance to those who fear to wear glasses 
to help their vision lest they break and injure the 
eyes. It is true that on rare occasions broken 
spectacles have caused injury to an eye, but there 
are many more cases where a dangerous missile 
has been warded off the eyes by the intervention of 
a pair of spectacles. 

Foreign bodies found within the eyelids are 
legion in their variety. Every sort of work done 
has its own peculiar risk of flying particles. The 
town dweller is liable to one sort of foreign body, 
the countryman to another. Some are dangerous, 
irrespective of any direct damage they may do, j 
because they are septic, and therefore likely to set | 
up destructive inflammations. ! 

A foreign body in the eye usually gives very | 
definite notice of its presence by exciting pain. | 
But this is only sufficient to excite remark when ! 
the cornea is irritated, either because the foreign I 
body is implanted upon its epithelium, or because i 
it is fixed in the eyelid and scratches the cornea 
with each movement of the lid. I 

The cornea is exquisitely sensitive, but the con- I 
junctiva is very tolerant of injury. I have fre- J 
quently removed lashes from the lower fornix 
which were found to be coated with mucus and 
must have been in the fornix for a long time, yet they | 
produced no irritation. Once I removed an oat 
grain from the upper fornix which had been tucked j 
away comfortably for some weeks, yet it had caused 
no more than a slight conjunctivitis ; and at another 
time I saw a fragment of horse’s hoof removed 
that had been hidden away for fourteen days 
without exciting pain or doing damage. 

On the other hand the sensation of “ dirt in the 
eye ” must not mislead us into supposing that the 
patient’s complaint is always well founded. In 
most cases of conjunctivitis this sensation is one 
of the chief symptoms associated with the inflam- j 
mation. In the early stages of purulent gonorrhoeal I 
ophthalmia a patient will describe the pain suf¬ 
fered as caused by “ sand in the eye,” and it has 
been so severe that patients gifted with graphic 
powers of description have described it as being 
like “broken pieces of glass rolling under the j 
eyelids.” We must be prepared to determine : 
whether the irritation be due to a foreign body or | 
an inflammation produced by foreign bodies, truly 
but the microscopic bodies of living organisms. 


The eye and lids must be inspected in a good 
light and preferably with light focussed on the 
eye by a condensing lens. The seat of election 
for ordinary particles of dirt to be lodged is in the 
shallow subtarsal groove in the upper lid, but 
even though we may suspect a particle to be lodged 
there it is preferable to begin our examination in 
a simpler manner and one less disturbing to the 
patient than the evertion of the upper lid. If 
there be much photophobia, and the patient be 
restless, it is well to begin by instilling a drop 
of cocaine of i per cent, strength. Then, direct¬ 
ing the patient to look upward, draw down the 
lower lid and inspect the lower fornix, the semi¬ 
lunar fold, and caruncle. If these regions be free, 
gently push up the upper lid so as to open the 
palpebral fissure to the utmost and get the patient 
to look at you. With the lids held apart by the 
fingers of one hand focus the light upon the cornea 
and carefully examine its surface. Last, evert the 
upper lid with the first finger and thumb of one 
hand and search the tarsus, and with a lift of 
the tarsus look well into the retro-tarsal fold. 


Everting the Upper Lid. 

The evertion of the upper lid is one of the 
simplest and nicest performances when done pro¬ 
perly, and should cause no pain to the patient 
But, clumsily attempted, it is hard to accomplish, 
and the bungling causes great pain. The secret of 
this little manoeuvre is to use only the first finger 
and thumb. Tell the patient to look down ; place 
the inner edge of the thumb parallel with the lower 
lid, and on its outer half just below the lashes. 
Place the inner edge of the index finger lightly on 
the upper lid, just above the lashes, and gently push 
up the skin ; this will cause the edge of the lid to lift 
from the globe just a little. Now, with the thumb 
in position, slip the lower lid under the upper lid; 
and the thumb, following with the lower lid, will 
get under the upper lid, which can be held firmly 
betwixt thumb and first finger and everted, even 
against a vigorous orbicular spasm. This is the 
only method which is invariably successful, and 
skilfully done it is painless. It is not easy to 
describe the manoeuvre in words, and it is perhaps 
harder to follow the description ; but if you will bear 
in mind that the secret of the trick is to make the 
lower lid do the work of raising the upper lid, you 
cannot fail to get the knack of it with a little practice. 
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Removal of Foreign Bodies . 

Foreign bodies found on any part of the con- j 
junctiva are very easily removed and demand no 
special notice. But particles found on the cornea ! 
require some skill in removal for they are embedded 
in the soft epithelium of that structure. The first ^ 
requisite for the nice removal of a foreign body 
from the cornea is binocular vision and a fair 
range of accommodation on fhe part of the operator, j 
By a nice removal of the particle I mean lifting 
it neatly from its bed with the least possible 
disturbance of the corneal epithelium. Anyone 
can make a rough scrape with a spud, the work¬ 
man’s mates can mostly do as well with a penknife, 
and in many cases no great harm is done—the ' 
epithelium repairs easily; but in just the few cases j 
the particle is septic and a rough scrape of the | 
cornea makes a deadly breach in its surface, and a j 
septic ulcer, perhaps hypopyon, and permanent 
reduction of vision result. I 

To do the work properly you must be able to | 
see the particle, keep it always in view, and follow 1 
perfectly the movements of the spud to it. You 
cannot do this unless you can get close to the eye— 
that is, unless you have a good range of accommo- j 
dation, and unless you have binocular vision. | 
To those of you who have binocular vision but | 
whose years demand an artificial adjustment of the j 
near point, let me recommend you for eye work a I 
pair of spectacles glazed for each eye with + 5 D. 
sphere and 5 prism dioptres base inwards. The 
spherical glasses will give you a fine magnification 
of the front of the eye, and the prisms will save < 
you the effort of convergence. With such a pair 
of glasses the removal of the smallest particle from 
the cornea presents no terrors to a person with 
binocular vision. But if binocular vision be want¬ 
ing no practice will ensure the accurate cerebration 
of hand and eye so as to bring the spud point to 
the foreign body, and a monocular magnification 
only further deranges our sense of positions. 

I have spoken of the use of a “ spud ” for the 
removal of the particle. This, in my judgment, 
is the most generally useful instrument. A sharp- 
pointed needle is liable to be stuck into the 
lamellje of the cornea, and do unnecessary 
damage; I only find a needle wanted when a 
fragment has become deeply embedded, such as 
not infrequently happens with a steel splinter from 
a lathe, or a fragment of hot metal. But for all 


particles embedded in the epithelium only, a spud 
is best and safest. Cocaine the eye well with a 
2 per cent, solution. Let the patient sit facing 
a good light, focussed by a condenser if necessary ; 
stand behind him, pressing his head on your chest; 
get him to look fixedly with both eyes upon some 
definite object that will bring the eye into a con¬ 
venient position for your work; and then remove 
the offending fragment. Apart altogether from 
the necessities of the patient the operation is of 
interest to anyone who likes eye work, for there is 
no better training in operative delicacy, and none 
more easily obtained, than the removal of foreign 
bodies. 1 think if I had to choose someone to 
incise my eyeball I should like to see him remove 
a foreign body first. 

Varieties of Foreign Bodies. 

Common* street dust, coal dust, dust from house 
building operations form by far the greater number 
of foreign bodies entering the eyes of town-dwellers ; 
they are almost always septic, but their dangerous 
effects are not frequent because they do not enter 
with sufficient force to penetrate the corneal epi¬ 
thelium ; they nearly always get worked aside by 
the movements of the lids. Coal dust is particu¬ 
larly septic, for in mines and coal yards there is 
rarely any sanitary provision. 

Fragments broken off during mechanical work 
of turning, chiselling, grinding, and stone-breaking 
are always dangerous because of the sharp edges 
which such fragments possess, and the velocity 
with which they are thrown off. They are not 
likely to be septic, but they cut into the cornea, 
and the wound may be infected secondarily. 
Sparks from an engine, a cigarette, or a pipe, 
are peculiarly painful, but are necessarily aseptic. 

In the country we find another series of foreign 
bodies: fragment of chaff, splinters of wood chopped 
off in hedge-cutting, and insects or parts of insects 
are met with. Chaff, and the wing-cases of insects 
sometimes cause long-continued irritation. These 
small scales become applied to the cornea, set up 
an irritation with local injection of the blood-vessels 
that may simulate a phlyctenule ; they have been 
treated as such by the unsuspecting, whereas 
prompt relief could be obtained by lifting the 
offending scale by a spud. Injuries in hedge¬ 
cutting are frequently serious, the wounds are 
septic, and, neglected by the patients, lead to 
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destructive ulceration and hypopyon, and too often 
to serious damage or loss of the eye. ! 

To all folk at some time or other loosened eye- | 
lashes bring trouble, occasionally in a rather odd | 
manner, for they may get planted butt-end Toremost | 
in a punctum, and so impinge on the sclero-corneal ' 
margin, setting up an irritant lesion simulating a 
phlyctenule ; I have seen this condition mistaken 
for a trichiasis, and once I saw it* in the two eyes ! 
of a patient at one time. 

Caustics. 

Caustic foreign bodies demand a special remem¬ 
brance. ; 

Lime bums, whether from the entrance of 
mortar or actual unslaked lime into the eyes, are 
disastrous accidents. Splashes of corrosive acids, 
alkalies, or strongly irritant fluids, as turpentine, 
formaline, boiling water or grease, are exceedingly I 
irritating. Caustics destroy the mucosa with | 
which they come in contact. We not only have 
to neutralise their action, but prevent the subse¬ 
quent contraction of the scarring produced. In 
cases such as these it is a safe rule to instil oil 
directly they come into our hands. Any heavy I 
neutral oil such as olive oil, cod-liver oil, or castor | 
oil will do. To wash a lime burn with water is , 
only to add to the burning power of the lime. Oil 
relieves the pain, and we can then open the lids i 
and pick out any particles to be seen. Therefrom 
these cases will need careful attention during the 
healing stages, to prevent adhesions between the 
conjunction of lids and globe, by daily passing a 
glass probe into the fornices. But even with the 1 
best endeavour our efforts can be only partially ! 
successful. | 

Abrasions . 1 

Direct injuries to the cornea resulting in simple ' 
abrasions of the epithelium are frequent. The eye I 
is scratched with a piece of paper, flicked with a 1 
whip lash, or the nursing mother gets a poke in 
the eye with her baby’s finger. When we instil 
flourescein we find a large stained are^ denuded 
of epithelium. These cases we must treat as we 
would an eye from which we have just removed 
a foreign body. 

Treatment. 

The after-treatment of an eye from which we 
have removed a foreign body will be varied as we 
consider sepsis likely or unlikely. 


If sepsis seems unlikely we may merely cover up 
the eye with a soft pad and bandage and let the 
patient go, with the caution to return if the eye be 
red next day. If there be much abrasion of the 
cornea, we should instil atropine as a further means 
of putting the eye at rest. 

Should we deem the injury septic it is our duty 
to sterilise the wound, and that we can readily 
accomplish by touching it with pure carbolic acid. 
This may sound drastic treatment, but it is painless 
and efficient; the acid anaesthetises the part and 
can be applied so as to reach only the point to 
which it is applied. Cocaine should be instilled. 
The lids should be held well open, and the tears 
sopped up with a pledget of wool held in the lower 
fornix; then, after drying the cornea by touching it 
with a piece of filter paper, press the sharpened 
end of a wooden match soaked in the acid into the 
wound and gently move the point over the whole 
area of the abrasion. The part on which the acid 
has acted will turn white, but the discolouration is 
transient; the next day, in a successful case, no 
sign may be detected of the application. 

The Effects of Injuries. 

The commonest effect of a corneal injury is a 
scar or nebula. It is most evident shortly after 
the occurrence of the injury; with time corneal 
scars are capable of being so reduced as to leave 
but small evidence of their existence. Nebulae of 
the cornea reduce the vision of the eye and so 
are a serious matter from the point of view of 
employers’ liability. You may. be called upon to 
give evidence in such cases and it is well to keep 
notes of the condition found when the case first 
comes under review. 

Let me urge you to take the vision of both 
injured and uninjured eyes at this time and record 
it. When an accident first happens the injured man 
has only one anxiety, that is to get well. When he 
is well and a claim for damages is put in, his one 
anxiety is to establish the seriousness of the damage. 
In almost all cases the vision of each eye can be 
obtained without the knowledge of the patient: 
Stand him at six metres from a Snellen’s test card, 
and let him begin to read with both eyes open. 
When he has begun slip a + 10 D. sphere, or a 
high cylinder, before the good eye and bid him go 
on reading; any reading you get will be made by 
the injured eye, and when the most has been done 
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with this the lens can be withdrawn, and if the 
reading can be continued it is the good eye that 
reads. This is a very simple method and as 
effective as any. I have known readings obtained 
in this manner to have a singular effect on claims 
for damage for blindness, feigned after a trivial 
injury. 

In cases of old and long-standing disease, such 
as that produced by trachoma, a small foreign 
body will light up the old mischief; every vessel of 
new formation will again be filled with blood, and 
a most intense blaze of inflammation appear, sug¬ 
gesting a very serious injury. But an examination 
of the good eye will show the old scars and reveal 
what is the real nature of the mischief. 

In disease of the lachrymal sac injuries from 
foreign bodies present a formidable danger, for the 
conjunctiva is already septic, and a very small 
corneal abrasion will start a septic ulcer, a hypo¬ 
pyon, and cause loss of the eye. In all cases 
of corneal injury the lachrymal sac should be 
squeezed as a matter of routine, and if there be 
signs of regurgitation from the puncta we must 
be prepared to deal with the septic sac. We 
may try syringing with a germicide, or seal the 
puncta with a caustic, or cut into the sac and drain 
it, or set to work and excise the sac completely. 
It is better to go into life with no sac than be cast 
in damages of an eye. 

Burns are followed frequently by the formation 
of conjunctival bands or bridges, or false pterygia. 
They are unsightly and restrict the mobility of the 
eye, and may have to be dealt with subsequently. 
They are best guarded against by such precautions 
as I have suggested in considering lime burns. 

A most annoying and painful sequela of a corneal 
injury is relapsing bullous keratitis. Time and 
again on the site of the old injury a small epithelial 
bleb will appear. There is much irritation and 
photophobia, the bleb bursts and an ulcer remains. 
Such cases are difficult to deal with. We must 
try rest, bandaging, atropine and hot fomentations. 
I have known the application of pure carbolic to 
the bleb stop the mischief. In most cases the 
patients are in poor health, and this is an indica¬ 
tion for treatment. 

Lastly, a complication of cases of foreign bodies 
in the eye has been recorded on more than one 
occasion by French authors. A workman has 
been relieved of the offending particle by a mate, 


and the workman has therefrom, suffered from an 
acute gonorrhoeal ophthalmia; the eye had been 
inoculated by the contaminated hands of the mate. 
In these cases the employers were mulct in heavy 
damages. 

In conclusion, gentlemen, let me again remind 
you that with the extension of the Employers’ 
Liability Acts you are likely to have more to do 
with these injuries to the superficies of the eye 
than formerly, so they are- worth your careful con¬ 
sideration. Indeed, I do not doubt that seeing 
the risks attached to the present haphazard way in 
which the constantly-occurring cases of foreign 
bodies in the eye are dealt with by the injured 
man’s mates in many machine shops, employers 
will find it well to retain the regular services of 
some of you as a necessary and economical form of 
insurance. But in any case the successful treatment 
of these cases is one which brings prompt relief, 
and much gratitude from your patient. 

July 1st , 1907. 


Prognosis and Treatment of Tnberonlosis 
in Pregnant Women. —Veit comments on the 
fact that the pregnant woman, as a rule, gains in 
weight more than is explained by the growth of 
the ovum. Not only the cells of the foetus, but 
j the cells of the maternal organism, under the 
I influence of the growing ovum, acquire the faculty 
j of increased assimilation. The tuberculous woman, 
j he says, may present this same phenomenon when 
she becomes pregnant, or she may show a progres¬ 
sive decline in weight owing to the progression of 
the tuberculous affection. In the latter case she 
i is doomed. In his experience women in this last 
class either abort or die soon after delivery. 
Between these two groups is a third group in 
! which the weight fluctuates within narrow limits. 
His impression is that women in this group are in 
peril, but that they can be saved by speedy inter¬ 
ruption of the pregnancy. By careful study of the 
weight he thinks that it is thus possible to foretell 
the outcome when a tuberculous woman becomes 
I pregnant. Those who gain steadily in weight come 
! through the ordeal unimpaired. Those who lose 
steadily are doomed, while those whose weight 
remains stationary or fluctuates a little are in grave 
peril. He has not had sufficient experience to 
determine the standards for weekly increase in 
weight during pregnancy .—Jourtt. A.M.A ., vol. 
xlviii, No. 23. 
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A DEMONSTRATION 

AT GUY S HOSPITAL ON PATHOLOGICAL 
SPECIMENS WITH INTERESTING 
CLINICAL FEATURES. 

By JOHN FAWCETT, M.D., F.R.C.P., 

Physician to the Hospital. 


Case i. Infective endocarditis following gonor¬ 
rhoea. —A man, aet. 26 years, was admitted in 
October, 1906, with a perineal fistula. The gonor¬ 
rhoea had commenced a month previously, and 
fourteen days later a perineal abscess developed. 

On admission the patient was drowsy, and 
shortly afterwards had two rigors. He was ex¬ 
tremely anaemic; the heart was enlarged and there 
was a “ to-and-fro ” aortic murmur. Signs of 
pleuritic effusion were present, and the legs were 
cedematous. 

The patient became very restless and delirious, 
dying somewhat suddenly four weeks after admis¬ 
sion. The temperature was of the hectic type 
throughout, the highest point reached being 104° F. 
on November 8th. On other days ^t varied 
between 98*4° and 102° F. 

Autopsy .—The pericardium contained 12 oz. of 
blood-stained fluid. Blood-stained lymph lined 
the sac, and there were haemorrhages beneath the 
endocardium. 

Heart .—The aortic halves were alone affected; 
one of the cusps was perforated, and there were 
large polypoid vegetations on the others. 

Spleen. —Swollen and containing a large infarct. 

Remarks. —The diagnosis of aortic regurgitation 
and infective endocarditis was not a difficult one 
after a time. One point of interest was that the 
patient was admitted into the surgical side of the 
hospital—an event not uncommon in the anoma¬ 
lous cases of infective endocarditis associated with 
a “ surgical ” lesion. Although it is the left side of 
the heart which is affected in this specimen, yet 
there is no evidence of any old endocarditis, 
whereas you may recollect that in most cases of 
infective endocarditis of the left side of the heart 
the valves exhibit evidence of a previous inflamma¬ 
tion. The case belongs to the “ pyaemic ” or 
“septic” group, which often runs a rapid course, 
as in this patient, who lived only six weeks from 
the commencement of the urethritis. In this 


group, too, the so-called nervous symptoms, viz. 
headache, delirium, and drowsiness, are often 
prominent, and the effects of the severe septic 
poisoning may be shown in the rapidly progressive 
anaemia with haemorrhages into, and from, various 
parts 6f the body. 

In some cases which we may perhaps call “ sep¬ 
ticaemia,” because we are unable to label them 
more definitely, we cannot find the source of the 
poison, or the actual cause of the toxaemia, and 
such cases may drag on for a long time without 
any evidence of implication of the heart until near 
their termination. Now these cases should not 
necessarily be included under the group of infective 
or malignant endocarditis unless an autopsy is 
performed and it is made clear that the cardiac 
lesion was undoubtedly of greater age than the 
first appearance of the heart murmurs would indi¬ 
cate. Although we may meet with cases of 
malignant endocarditis in which no evidence of the 
cardiac lesion is found till an autopsy is performed, 
yet there are others in which the cardiac lesion is 
certainly not the primary lesion, but only a late, or 
terminal, effect of the septic poisoning. 

Case 2. Stricture of trachea in a young girl. —A 
young woman, set. 18 years, was admitted in May, 
1906, for hoarseness and difficulty of breathing of 
a week’s duration. There was marked inspiratory 
stridor, and from time to time the patient had 
paroxysmal attacks of dyspnoea. She was dis¬ 
charged from the hospital in June and re-admitted 
in July; at this time both inspiratory and expira¬ 
tory stridor were present, and paroxysms of dysp¬ 
noea still occurred at intervals. Sometimes the 
symptoms were well marked, while at others they 
would almost disappear. The clinical clerk, in his 
report of the case, writes that “ She is much worse 
when she is being examined, or in any way taken 
notice of, but the stridor is still present, though not 
nearly so well marked, when she is asleep.” 

The only physical signs ever detected, and these 
were doubtful, were that about a month before death 
a few rales were heard over the left lung at the 
level of the spine of the scapula, and that the entry 
of air into the lower lobe of the left side was per¬ 
haps a little deficient as compared with the right side. 

A small quantity of muco-purulent sputum was 
expectorated ; this was examined for tubercle bacilli 
with a negative result. The condition of the patient 
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continued much the same except that the paroxysms 
were sometimes more severe and of longer duration 
than in the earlier stages of the illness, and 
necessitated the patient returning to bed for a day 
or two. On August 22nd she suddenly became 
extremely dyspnceic ; the condition lasted all day, 
and became gradually worse until her death in the 
evening. 

Remarks .—The difficulty in diagnosis was very 
great, as you can imagine—a young girl who from 
time to time had very marked attacks of stridor, 
whose attacks were without doubt aggravated by 
observation, and yet in whom there was little or 
nothing to find in the way of objective symptoms. 
Even when the paroxysms of dyspnoea occurred 
the patient did not become cyanosed; the only 
change was an increase in the stridor. 

There was no definite evidence of a mediastinal 
tumour compressing the trachea or the bronchi, 
and no signs were discovered of involvement of 
any other of the mediastinal structures, nor was 
there anything abnormal to be seen on laryngo- 
scopic examination. However, we came to the 
conclusion that, although so much was subjective, 
there was an objective basis, and that for the ! 
following reasons the patient was suffering from 
organic disease : I 

(1) The stridulous breathing present, though 
less marked, during sleep. 

(2) The muco-purulent expectoration. 

(3) Slight pyrexia. 

You can imagine how much pressure was put 
upon us to regard the case as a neurosis. There 
was so little to support the other side, and the girl ; 
was only 18 years of age. Yet, if you refer to the j 
symptoms enumerated above, you will agree that 
they would not have been present if the cause had 
been solely a “functional” one. I wish you could ! 
have seen her because it is so easy now to say Of 
course, there was an organic lesion,” when you 
know the result. At any rate it will serve to 
impress upon you the fact that, if you find signs 
which must be due to disease, you must not be led 
away because of an overwhelming number of sub¬ 
jective symptoms. It was from this point of view 
that I have brought the specimen to your notice, 
and not because of its rarity. 

Now look at the specimen. It is an extraordinary 
one, showing a stenosis of the lower one and a 
half inch of the trachea, and of about three quarters 


of an inch of each main bronchus. The walls are 
thickened and infiltrated with a hard white deposit, 
probably gummatous, aqd the lumen of the left 
bronchus is more occluded than the right, which 
suggests that possibly the observation as to the 
deficiency of air entry into the left lower lobe was 
correct. 

The specimen, too, immediately reminded me 
of some of the cases of syphilitic stenosis of the 
bronchi. There is, however, this difference, that 
in syphilitic stenosis of the bronchi there is often a 
long history of sore throat and cough, perhaps 
with aphonia ; in the absence of any disease of the 
larynx the condition is a difficult one to diagnose 
unless there are signs of syphilitic disease elsew T here. 
The consequence is that such cases may come to 
an autopsy before the true cause of the symptoms 
is determined. In chronic lung disease where 
there is no evidence of tubercle, or of any other 
cause, but where there is interference with the 
entry of air into the lungs and stridor, and yet no 
I signs of an intrathoracic tumour such as an 
aneurysm, remember* syphilis and syphilitic stenosis 
of the bronchi. 

Case 3. Enteric fever; perforation ; laparotomy .— 
A boy, ast. 11 years, was admitted in October, 1905, 
for general weakness. He was said to have been 
ill for six weeks, although he had received no treat¬ 
ment. On admission the pulse and respiration 
rate, and the temperature were normal. The spleen 
was palpable ; a few rhonchi were audible in the 
lungs. For a few days he appeared to improve, 
but on October 22nd the temperature began to rise 
and on October 25th it reached 105° F. ; after this 
date it remained between 101° and 105° F. Just 
after midnight on November 1st the boy had a 
sudden attack of abdominal pain, of twenty minutes’ 
duration, accompanied by rigidity of the abdominal 
wall; the temperature rose to 105*4° F. The follow¬ 
ing afternoon the patient had another similar attack. 
Laparotomy was performed, and two ulcers which 
j had perforated were closed. The boy lived four 
days after the operation. 

' Autopsy .—A general peritonitis was present, and 

! immediately beneath the abdominal wall and about 
! a foot above the ileo-caecal valve were two small 
: ulcers which had perforated. You see them in the 
specimen here; these two were different ones to 
those which had been sutured at the operation. 
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Again look at this piece of gut showing numerous 
ulcers, four of which had perforated, while there 
are several others almost, one might say, on the 
point of doing so—a hopeless condition truly for 
surgical treatment. 

Remarks .—The boy must clearly have been very 
weak and ill-looking, otherwise it is doubtful if, 
with a normal temperature and pulse rate, he 
would have been admitted. I daresay the house 
physician came in for a certain amount of chaff 
from his colleagues for sending in a starved or 
starving boy, but that house physician had listened 
carefully to the boy's story, and had felt his spleen. 
This case belongs to the group of “ ambulatory ” 
or “latent” typhoid lever, and it was in a relapse 
that the perforations took place. Some cases of 
this class are so little affected by the disease that 
they continue at their work even though they may 
have been suffering for some time from headache, 
loss of appetite, and diarrhoea, for which they will 
perchance at last walk up to the casualty out¬ 
patient department and apply for treatment. In 
others the symptoms may be latent until the onset 
of delirium, or of a haemorrhage from the bowel 
necessitates sending for a doctor; in this latter 
class of case death may soon take place. 

The symptoms are generally less severe in a 
relapse than in the primary attack, although that is 
not so likely to be the case in a patient who has 
been up and about all through the primary attack. 

As you are aware, it is not always in severe cases 
that perforation takes place; it may be in quite 
mild ones, even in theapyrexial period, and, there¬ 
fore, it is a complication always to be on the watch 
for, especially as in some cases the resulting peri¬ 
tonitis is most insidious, and may not be suspected 
until its presence is revealed at an autopsy. 

Case 4. “ Latent ” typhoid fever .—A boy, aet. 4^ 
years, was admitted in March, 1906, in a moribund 
condition and died in half an hour. The history 
revealed that the boy had had some “ red places ” 
in the region of the knees, the right foot was said 
to have been swollen, and the condition was 
thought to be due to rheumatic fever. The boy 
was better on March 19th, and on March 25th he 
seemed to be almost well and ate a good dinner, but 
in the evening he was sick, had some diarrhoea, and 
passed some blood in the motions. The vomiting 
persisted, and the boy was then sent to the hospital. 


Remarks .—I have brought this case to your 
notice because it corresponds so well with the last 
one in exhibiting features which did not in the least 
suggest typhoid fever. If you look at this speci¬ 
men you will see what, I think, all of you would 
regard as a perfectly typical typhoid lesion. The 
lower 130 cm. of the ileum are affected, the Peyer's 
patches and solitary follicles are all very much 
swollen and inflamed; the surface of the patches 
has commenced to disintegrate, and the inflamma¬ 
tory process is limited to these structures. It is as 
typical as any specimen in our museum, and yet, 
clinically, one may say that it was unrecognisable. 
The mesenteric glands are swollen, and there was 
blood-stained fluid in the peritoneum and haemor¬ 
rhage in places into the wall of the intestines 
beneath the peritoneal coat. 

1 do not think you could have a better example 
of the difficulty that may exist in the recognition 
of typhoid fever than the history and course which 
this case affords. 

Case 5. Renal calculus impacted in each ureter. 
—A woman, aet. 42 years, was, several years ago, 
admitted into the hospital for pain in the left side 
of the abdomen for “as long as she could re¬ 
member/’ There had never been any haematuria; 
the urine contained a trace of albumen. Two 
distinct swellings were felt on the left side of the 
abdomen which, when the patient was operated 
upon, were found to be a hydronephrotic kidney 
and a dilated ureter respectively, resulting from 
the impaction of a calculus in the lower end of the 
ureter. The kidney and ureter were removed. 
Persistent vomiting ensued with diminution in the 
quantity of urine secreted, and the patient shortly 
afterwards died. 

Remarks .—The cause of death was clearly the 
variety of uraemia associated with cases where the 
secretion of urine has been interfered with for a 
long time by a lesion in a part of the urinary tract 
below the kidneys. At the autopsy the explana¬ 
tion of the death was at once forthcoming, for, on 
examining the right kidney, I found it consisted oi 
little more than a multilocular fibrous sac, and the 
right ureter was also enormously dilated behind 
a stone impacted just above the vesical end ol the 
ureter; so large and thick was the ureter that 1 at 
first mistook it for a piece of small intestine. Thus 
the kidney which was doing all the work was the 
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one which had been removed. I suppose there 
are no cases more misleading, more difficult of 
diagnosis, than some of those connected with the 
kidney and the bladder. Here there was a long 
history of pain, but it was always referred to the 
left side, and the symptoms were not very serious 
ones. Possibly if there had not been such a well- 
defined tumour on the left side the patient would 
not have been operated upon. What I want to 
impress upon you is that in these days, when it is a 
question whether a tumour is connected with the 
kidney, no operation should be performed until 
you are satisfied that the second kidney is per¬ 
forming its functions properly. This means the 
advisability of making a cystoscopic examination of 
the bladder, and of segregating and analysing, as 
well as measuring, the urine. Without so doing it 
is impossible to determine whether it is safe to per¬ 
form nephrectomy—nay, indeed, it is sometimes 
impossible even to locate the lesion. 

It may be that a stone is lying dormant in one 
kidney, having slowly formed there without giving 
rise to symptoms of sufficient intensity to attract 
the patient's attention, as actually happened in the 
case I have related to you. It may be that the 
pain which is felt on one side really originated on 
the other; this is well known to occur at times, and 
unless a thorough investigation, such as I have 
mentioned, be undertaken, it is quite possible—it, 
indeed, has many times happened in past days— 
that the sound organ has been explored instead of 
the damaged one. Such an investigation, too, 
may lead to a correct diagnosis of the seat of 
the disease, for it is not uncommon for a primary 
lesion of the kidney to be accompanied by 
symptoms which suggest that the bladder is the 
seat of the mischief, and vice versa. It was only 
the other day that I had a patient in the hospital 
who was suffering from “ renal ” pain with pyuria, 
and a “lump" in the left loin. On investigating the 
bladder it was found to be the seat of a malignant 
growth, which had not given rise to any symptoms 
as compared with the “ renal ” ones, but, never¬ 
theless, it was quite obvious that the renal con¬ 
dition was dependent upon the vesical lesion, the 
enlargement of the kidney being due to a hydro- 
or a pyo* nephrosis. 

Case 6. Cerebral tumour with symptoms which 
suggested cerebral softening. —A man, ast. 55 years, 
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was admitted on January 1st, 1906, for paresis of 
the left side of the body. Two months previously 
he had noticed pins and needles in the left hand 
and foot, and three weeks later the left arm and 
left side of the body were stated to have become 1 
tender to touch. The patient dragged his leg | 
somewhat in walking. 

On admission some weakness of the left arm 
and leg with spasticity, and weakness of the left 
side of the face, were present. The patient could 
distinguish between hot and cold sensory stimuli 
and also between tactile and painful impressions; 
but he was unable to locate tactile stimuli applied 
to the leg, although over the remainder of the 
body he could do so. There was no optic neu¬ 
ritis. The plantar reflex was extensor in type. 
The heart was dilated and the arteries were 
thickened. 

On February 2nd, a month after admission, he 
complained of headache for the first time, and 
afterwards it became continuous. The weakness 
of the left side of the body became more marked, 
and the patient died five days later. 

Remarks. —The specimen is, as you see, that of 
a tumour involving the basal ganglia on the right 
side; it is of a peculiarly soft gelatinous consist¬ 
ence, it shows no limitation at its margins, and 
appears to have directly infiltrated, and replaced, 
the brain substance. It reaches into the lateral 
ventricle and pushes the septum well over to the 
left side. 

Although, no doubt, the question of a cerebral 
tumour causing the condition was discussed, yet 
there was nothing on which one could come to 
the conclusion that a tumour existed. There were 
none of the “general” symptoms of a tumour, 
such as headache, vomiting and optic neuritis, and 
I should say it was a very rare thing to get localis¬ 
ing signs of a tumour without any of the “ general ” 
ones. In almost all cases of tumour giving rise to 
paralysis headache is a well-marked feature. On 
the whole, then, the history of the case, and the I 
signs of disease which existed, seemed to point to 
a slowly progressing degenerative lesion of the 
brain-tissue following blocking of a blood-vessel, 
and this was supported by the presence of an en¬ 
larged heart and degenerate arteries. To the 
group of cerebral tumours, without distinctive signs 
of tumour, a considerable number of cases belong. 
Only recently a woman came to my “out-patients” 
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complaining of “ fits ” of two years’ duration, and, | 
on examining her eyes, early optic neuritis was | 
found to be present. She had little or no head- ; 
ache at that time, and no other signs indicative of j 
an intra-cranial lesion. Now, as some of you may 
have seen, the optic neuritis is going on to atrophy, | 
headache has developed and increased in severity, | 
and, indeed, has become so severe that the skull j 
has been trephined to relieve the pain. Again, 1 
you may have seen patients who have lost their 
mental balance and been admitted to asylums j 
thought to be suffering from dementia of some 1 
kind. This sequence of events is more likely to | 
happen with tumours in' the frontal region than ; 
elsewhere. | 

No doubt some of the so-called “latent” cases 1 
are “ latent ” because of incomplete examination, | 
or because the patient is not examined sufficiently 
often, or the symptoms and signs are misinter¬ 
preted ; but, even allowing for these, there are 
rare cases, such as the one I have told you of, 
where the cause of the condition was not dis- | 
covered until after death. 

Case 7. Cerebral tumour; Jacksonian epilepsy .— 
A man, aet. 37 years, was admitted under my care 
on January 31st,* 1906, for spasmodic twitchings on 
the left side of the face and of the left arm. The 
patient told us that in May, 1905, he had noticed, ! 
while eating, that his jaw became suddenly 
locked, that he felt dizzy and sick, and that his 
mouth was screwed over to the left side and 
remained so for an hour and a half. Six days 
later he had a similar attack ; the number of these 
seizures gradually increased in frequency, so that on 
admission he was having forty to fifty a day. i 

On admission there was some, though slight, 
weakness of the left arm and of the left side of the 
face. In a “ fit ” the mouth was first screwed up, 
the eyes were half closed, the forehead was wrinkled, j 
and then a fine clonic tremor ensued in the j 
muscles of the left side of the face and of the left j 
arm; there was no loss of consciousness. I 

The patient was placed upon large and increasing \ 
doses of potassium iodide; in a month the fits I 
were much less numerous, and by March 14th he 
had only one a day. He was discharged from the 
hospital on March 24th, two months after admission, 
and was then able to stop the fits, whenever he felt 
one coming on, by biting a handkerchief. He 


returned to his work feeling very well, although 
occasionally he would have some spasmodic 
twitching of the face and arm. He continued at 
his work until June 1st, 1906, when his headache 
reappeared, and he was admitted on June 7th with 
severe pain in the frontal region. The paresis of 
the left side of the face was as, or perhaps rather 
more, marked than previously, and the headache was 
severe and remained so until his death on June 16th, 
which occurred quite suddenly. Some rigidity of 
the left arm and also of the leg had been noticed 
on the day before he died, and he had gradually 
become more dull and drowsy. 

Remarks .—Look at the specimen. The right 
cerebral hemisphere is larger than the left and the 
pia mater thicker on that side. There is a firm 
tumour measuring 2^ in. in its longest diameter, 
occupying the frontal region, and extending back¬ 
wards and involving the lower part of the motor 
area. In the centre the tumour is of a deep red 
colour from recent extravasation of blood into its 
substance. 

The chief features of interest in the case were 
the frequency and the distribution of the fits and 
the great improvement which took place under 
treatment. This last feature coinciding with the 
administration of potassium iodide led us to hope 
that the tumour was a syphilitic one and yet, as 
you have heard, the arrest of symptoms was only 
temporary ; however, I should say that for diminu¬ 
tion, almost cessation, of symptoms to be as com¬ 
plete as it was in this case is a rare event, especially 
as there is no evidence to show that the tumour had 
commenced to degenerate or dry up. We know 
that degeneration and atrophy of a tumour do occur 
in some tubercular cases, and still more often and 
more perfectly in syphilitic cases ; but this tumour 
is a sarcoma and from the look of it an actively 
growing one. 

Now, inasmuch as syphilitic lesions involving 
the cortex are one of the commonest causes of 
Jacksonian epilepsy, and as the case improved so 
much under anti-syphilitic remedies, we came to the 
conclusion that the tumour was probably a gumma, 
and therefore we gave a better prognosis than the 
result justified. Although we were quite wrong in 
our diagnosis, still we have learnt that even the 
signs and symptoms due to a sarcomatous tumour 
may diminish to such.an extent that the fits may 
disappear for as long as two and a half months, 
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and the patient be almost himself again ; it is this 
feature of the case which is important for you to 
remember. 

Case 8. Cerebral syphilis; thrombosis of basilar 
artery .—A man, aet. 30 years, had been an in-patient 
in 1903 with “fits,” otitis media, and facial para¬ 
lysis. In January, 1904, he was readmitted for 
headache and weakness of the right arm and leg, 
left facial paralysis and ptosis. While in hospital 
the power over these parts showed much improve¬ 
ment, and he was discharged on March 4th, 1904. 
He was again admitted in the same month, his 
friends stating that he had had a “ fit ” two days 
previously, followed by loss of power in both legs; 
he was semi-conscious, and died in a few hours. 

Autopsy .—The arteries at the base of the brain ( 
were found to be considerably thickened, especially | 
the vertebrals. The other vessels of the body i 
appeared healthy. There were two small super¬ 
ficial scars on the liver; no evidence of syphilis 
was found. 

If you look at the specimen you will see that the 
lumen of the basilar artery is completely occluded 
by recent clot, as well as the terminal ends of 
the vertebral arteries. The vessels are distinctly 
thickened and opaque. 

Remarks. —Looking at the case from the clinical 
aspect, I think few of us would have any doubt 
that we were dealing with ‘ cerebral syphilis ”— 
that was the clinical diagnosis. The age of the 
patient, the sub-acute course, the variability in the 
signs and symptoms, first improvement and then 
relapse, associated with their widespread distri- I 
bution, would leave little doubt in the minds of ! 
most of us. The tendency to relapse in cases of j 
cerebral syphilis is well exemplified here. What 
sort of “cerebral syphilis” was it? It was not a , 
gumma or gummatous meningitis, but probably a I 
diffuse arterial change, an endo- and peri arteritis, , 
which eventually led to thrombosis of the basilar < 
artery, and so to the train of symptoms which l 
immediately ushered in the patient’s death. If 1 
the blocking of the vessels had not been so com- I 
plete, and consequently so rapidly ratal, then an 
opportunity would have been afforded of diagnosing 
more exactly the position of the lesion, for there 
would have probably been a “crossed” paralysis 
or symptoms simulating a bulbar lesion, associated ] 
with difficulty in deglutition and articulation. ; 


It is of interest to note that, after the middle 
| cerebral artery, the basilar is the one which is next 
! most frequently affected. Syphilitic endarteritis is 
very rare under twenty years of age and over fifty 
years. 

1 Case 9. Carcinoma of pyloric region of the 
stomach. —A man, aet 52 years, was admitted in, 
| October, 1906, complaining of “a soie feeling in 
the chest ” of six months’ duration, and occasional 
sickness after meals. While in hospital he vomited 
on two occasions, but not in great quantity. The 
pain was always present, more or less ; it had no 
special relation to the ingestion of food. The 
patient was a sallow, cachectic man, and was losing 
weight. No physical signs of disease were found 
anywhere. He had an anaemia of a “ secondary ” 
type. By a process of elimination the diagnosis of 
cancer of the stomach was arrived at, and the 
stomach contents after a test meal were found not 
to contain any free HC 1 . There were no enlarged 
glands anywhere. It was decided, in view of the 
diagnosis, to perform an exploratory laparotomy, 
but the patient’s mental condition deteriorated so 
rapidly, accompanied by delirium at night, and 
physically he became so weak, that it was felt 
inadvisable to attempt anything in the way of 
surgical treatment. 

The pylorus is, as you see, surrounded by a mass 
of growth, which spreads backwards into the body 
of the organ for a distance of 6 cm. along the lesser 
curvature ; it is a rather softer growth than is often 
seen, but the great dilatation of the stomach proves 
that there was very considerable obstruction to the 
outflow of its contents. 

The glands in the lesser curvature were enlarged 
by secondary deposits; there were no deposits 
elsewhere. 

Remarks .—The clinical features of importance 
in this case were the slowly progressive anaemia 
and cachexia, the pain in “ the chest,” and the 
vomiting, which only took place on two occasions. 
In the absence of any evidence as to the seat of 
the disease, apart from the symptoms mentioned, 
and finding there was no free HC 1 in the stomach 
contents, it was thought that the case might be one 
of cancer of the stomach. The extraordinary way 
in which some of these cases progress, without 
exhibiting any evidence of involvement of the 
stomach, is, or should be, well known to you. 
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This particular case is an example of one variety 1 
of the “ latent ” group, in which the dominant 
feature is the progressive cachexia. In another 
variety the symptoms and signs may be due to the | 
secondary deposits ; for example, a man, set. 50 j 
years, who was under my care in April, 1900, was . 
admitted in a much emaciated condition, with I 
cedema of the legs and ascites. He gave a history 
of feeling weak and ill since Christmas, 1899. 
There were no symptoms pointing to involvement j 
of the stomach, and yet at the autopsy a generally | 
diffused growth of that organ was found. Take 
another example of a different class of “ latent ” ; 
case—No. 695 in our museum. The woman died | 
of a strangulated femoral hernia. There was no 
history of any gastric symptoms whatever, and yet j 
at the autopsy an ulcerated growth 5 in. long was 
found involving both walls of the viscus, spreading 
out into the body of the organ from the margin of | 
the pyloric orifice. 

The particular specimen I show you to-day is to ( 
remind you once again of “ latent ” gastric car¬ 
cinoma, because it is only by bearing such cases in 
mind that a diagnosis is possible, and thereby the 
opportunity of detecting the disease in its early 
stages, on which depends our hope of successful | 
treatment. But cancer of the stomach, as we know , 
it at the present time, may be most deceptive. In 
this case the patient, on admission, did not appear | 
to be very ill, yet suddenly he began to go down¬ 
hill and was soon dead. In another case perhaps j 
an operation is performed ; the local conditions 
point to a possible favourable issue, yet after the I 
operation the patient rapidly dies, apparently as 
the result of the operation. In some of these latter 
cases a blood examination shows that there is a high 
degree of anaemia present, and such cases bear 
operation very badly; hence the advisability of a 
blood-count before deciding upon operation and 
before giving a prognosis. Again, other cases have 
their resisting power diminished by the cancerous 
“ poison ” to a lower level than we, from examina¬ 
tion, may judge to be the case, the operation is 
“ the last straw,” and death results. Some lectures 
I gave on this subject two years ago (v. Clinical 
Journal, November 8th and 15th, 1905) give a 
fuller account of these cases than I can do now. 

Case 10. Sarcoma of the lung .—A girl, aet. 10 
years, was admitted at the end of December, 1906, 


with a pleural effusion which had been aspirated 
three days before; as the fluid had again collected 
she was sent to the hospital. She had seen a 
doctor about six weeks previously, and was at that 
time thought to have some pleuritic effusion. 

The cardiac impulse was best felt on the right 
side of the sternum. Over the third and fourth 
ribs, close to the sternum, on the left side, was a 
small projecting swelling. There was a dull note 
over the whole of the left side of the chest. On 
aspiration only a small quantity of blood-stained 
fluid was withdrawn, although the thorax was punc¬ 
tured in two places. Ten days later the patient 
was given an anaesthetic, and fourteen ounces of 
blood-stained fluid were removed. An exploratory 
incision into the swelling mentioned above proved 
it to be a sarcoma. After this date the chest began 
to bulge and the patient herself wasted rapidly; 
she became more and more dyspnoeic, dying about 
seven weeks from the date of entering the hospital. 

Remarks .—The case is of interest both from its 
clinical and its pathological side. If you look at 
the specimen you can see how much larger the 
left lung is than the right; the enlargement is a 
general one, and the lung maintains its original 
shape as in a specimen of a lobar pneumonia. 

Now, if you look at the cut surface of the speci¬ 
men you see that almost the whole of the lung- 
tissue has been replaced by growth which has 
broken down in the centre to form cavities con¬ 
taining soft disintegrated growth and altered blood- 
clot, while the outer part of the lung consists of a, 
varying-sized thick layer of white growth. On 
passing a probe down the left bronchus I was 
unable to find any communication with the growth 
or with the cavities in its interior; the bronchus 
was completely occluded. 

The mediastinal glands of the left side and the 
j lower cervical gland were enlarged ; there were no 
secondary deposits elsewhere. 

I should like to draw your attention to the way 
in which the growth, although running so rapid a 
course, yet remained limited to the left lung and 
adjacent structures. 

The specimen itself is a rare one, and is very 
similar to one I showed you in the summer of 
1906 from a woman, set. 62 years, who, during life, 
had physical signs suggesting pressure from a 
growth on one of the main bronchi. The lung 
was largely replaced by growth just as in the 
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present specimen. Here is the other specimen, 
and, as you can see, the description of the one 
might quite well apply to the other, except that 
the specimen we are talking of to-day is a softer 
growth. 

Clinically the chief features of interest were : 

(1) The presence of physical signs, thought, at 
first, to be due to pleural effusion.' 

(2) The blood-stained fluid withdrawn. 

(3) The absence of expectoration and of haemo¬ 
ptysis. 

(1) In the first of these features you have an old 
cause of stumbling, one which any of us may come 
to grief over. You must all have heard of, and , 
perhaps you may have seen, patients sent into the j 
hospital who were thought to be suffering from a ' 
simple pleural effusion, because of the usual 

“ negative ” signs over the lung, commonly called j 
those of pleural effusion, /. e . the absence of the 
signs present on examining a healthy lung. Here, ( 
although fluid was present, it was not sufficient 1 
.in amount to give rise to the extensive physical I 
signs, and it was, therefore, clear that there must 
be some other cause, such as occlusion of a bronchus 
by a growth, or a tumour involving the lung and 
the pleura. Again, the rapid return of the fluid 
after aspiration, and the small quantity obtained, 
indicated something more than a simple effusion. 

It was not an acute inflammatory pleurisy, and 
there is no other condition that I know of, except 
“growth” in which the fluid collects again with 
such rapidity. 

(2) Then, too, the fluid was always blood-stained 
—a suspicious feature. It is true that blood-stained 
fluid does not necessarily mean a malignant growth; ! 
in simple effusions of an acute inflammatory nature 
newly formed vessels may rupture, or sometimes 
in the passive effusions associated with long-stand- i 
ing backward pressure from heart disease, the fluid | 
becomes tinged with blood, or in tubercular disease, 1 
or in “ bleeders.” But none of these causes, except 
“tubercle,” were in question here, and when the J 
swelling over the front of the chest was incised the I 
diagnosis of “ growth ” was settled. 

(3) Another puzzling feature was that, although 
the lung was so extensively involved, there was 
no expectoration and no haemoptysis. In cases of 
growth involving the lung, this is not irifrequ&it. 
We see now the reason for it in this case, viz. that 
the bronchus is completely blocked; if that had 


not been the case there might possibly have been 
( even “prune-juice” sputum, so great is the degree 
I of softening in the centre of the growth. 

I In some cases where the differential diagnosis 
1 between pleural effusion and “ growth ” arises, we 
may get help from finding that the note on per- 
j cussion is very dull over the front and upper pan 
1 of the chest, whereas, perchance posteriorly, or in 
| the axilla, there may be found one or two more 
resonant areas. As, however, the two conditions 
often exist together, a correct diagnosis is not 
i likely to be reached until enlarged glands in the 
i neck or secondary deposits elsewhere are discovered, 
or until after repeated puncture of the pleura, with 
little or no result, it becomes evident that there 
is some cause underlying the effusion into the 
pleural sac. 
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Injections of Cocaine. — Kast and Meltzer 
point out the apparent discrepancy between the 
statements of Lenander and other surgeons who 
have found that the abdominal viscera, even in the 
inflamed state, have no sensibility for painful 
| stimuli, and the constantly occurring clinical obser- 
| vation of severe abdominal pain in many different 
J conditions. By an extensive series of animal ex¬ 
periments the authors were able to show that 
while it was true that surgeons who operated under 
local anaesthesia did not find that manipulation of 
the intestine or other abdominal viscera was pain¬ 
ful, this condition was the result of the injections 
of cocaine used to anaesthetise the skin for the 
abdominal incision. In animals (dogs and cats) 
the injection of 0 02 to 0 03 gr. of cocaine sufficed 
to render painless stimuli to the intestine that with¬ 
out the cocaine would have been resented. It 
seemed to make little difference whether the site of 
injection was close to the seat of operation or at a 
distant part of the body, such as the extremities. 
Intra-muscular injections were found to be more 
promptly effective than hypodermic injections, and 
the authors express the view that the mode of action 
is through the medium of the circulation. The 
sensibility of inflamed organs in untreated animals 
was found to be greater than that of uninflamed 
organs, but the action of the cocaine injections 
was equally pronounced in such cases. Another 
observation made was that the cocaine injections 
had a distinctly quieting effect on the post-operative 
restlessness of animals that had been subjected to 
ether anaesthesia .—Medical Record,\ vol. lxxi, No. 
23 - 


Digitized by Tooele 





THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 

Edited by L. Eliot Creasy. 


No. 767. WEDNESDAY, JULY 10, 1907. Vol. XXX. No. 13. 


CONTENTS. 

PAO* 

* Muco-membranous Colitis. By Robert 

Hutchison, M.D., F.R.C.P. 193 

# On the Use of some Mechanical 
Appliances in Surgical Treatment. 

By John Poland, F.R.C.S. 198 

*With Dr. Herringham in the Wards 
of St. Bartholomew’s Hospital ... 204 


• Specially reported for the Clinical Journal. Revised 
by the Author. 

ALL RIGHTS RESERVED. 


NOTICE. 

Editorial correspondence, books for review, &c., 
should be addressed to the Editor, 51, Neiv 
Cavendish Street, IF.; Telephone No., 904 Pad¬ 
dington ; but all business communications should 
be addressed to the Publishers, 22\, Bartholomew 
Close, London, E.C.; Telephone, 927 Holborn. 

All inquiries respecting Advertisements should be 
sent to Messrs. Adlard & Son, Bartholomew 
Close, E.C. Telephone 927 Holborn. 

Terms of Subscription, including postage, payable 
by cheque, postal or banker’s order (in advance) : for 
the United Kingdom, 155*. 6 d. per annum ; Abroad, 
17 s. 6 d 

Cheques, &c., should be made payable to The 
Proprietors of The Clinical Journal, crossed 
•* The London, City, and Midland Bank, Ltd., 
Newgate Street Branch, E.C. Account of the 
Medical Publishing Company, Ltd.” 

Beading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at 2s. 3 d. 
each, or will be forwarded post free on receipt of 
2s. 6 d.; and also Cases for Binding Volumes at is . 
each, or post free on receipt of is. yd. from the 
Publishers, 22\, Bartholomew Close, London, E.C. 


MUCO-MEMBRANOUS COLITIS. 

By ROBERT HUTCHISON, M.D., F.R.C.P., 

Physician to London Hospital. 


I have selected muco-membranous colitis as the 
subject of my lecture for to-day because I believe 
that, in its lesser degrees at least, it is a much com¬ 
moner condition than is generally supposed, and 
is in consequence often overlooked, whilst the 
symptoms which are really due to it are ascribed 
to some other cause. 

Definition .—The nomenclature of diseases of the 
colon is still in such an unsettled state that it will 
be essential at the outset to state as clearly as I 
can what I mean by muco-membranous colitis. I 
would divide cases of chronic colitis into three 
divisions: (1) catarrhal, (2) ulcerative, (3) muco- 
membranous. Chronic diarrhoea is characteristic 

t 

of the first two, chronic constipation of the third. 
In addition to constipation, muco-membranous 
colitis is marked by the presence, in the stools, of 
an excess of mucus, and in its severer and more 
characteristic manifestations by the passage of 
what are called “ membranes.” Some writers try 
to distinguish from membranous colitis a condition 
to which they give the name of “ mucous colic.” 
I confess that I am entirely unable, from reading 
their descriptions, to recognise this condition as 
anything more than a special form of ordinary 
muco-membranous colitis. To this point I shall 
return later. 

Pathology. —Of the pathology of muco-mem¬ 
branous colitis we are still ignorant. The termina¬ 
tion “ itis ” would imply that the disease is of an 
inflammatory nature, but this is not really borne 
out by what we know of it, and the designation 
“ colitis ” can only be justified in reference to it on 
grounds of convenience and custom. In this case, 
as in so many others in histology, we are obliged 
to label a disease before we really understand it, 
and only too often when comprehension comes the 
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label proves to have been unsuitably chosen. One 
difficulty in the case of muco-membranous colitis is 
due mainly to the fact that it is a disease without 
any distinctive morbid anatomy. Not long ago I 
had the opportunity of examining a complete trans¬ 
verse section of the wall of the colon, removed at 
operation from a patient suffering from well-marked 
membranous colitis. I could find nothing wrong 
with it except some congestion of the blood-vessels 
of the mucous and submucous coats. Now, diseases 
without a morbid anatomy are notoriously unsatis¬ 
factory to deal with, and are apt to be classed off- 
nand as “functional,” from which it is but a short 
step to speak of them as due to a “ neurosis.” Never¬ 
theless I am not sure that we would be wrong in 
describing muco-membranous colitis as a functional 
disorder of the mucin-forming glands of the large 
intestine, and I am quite sure that many people do 
speak of it as a “ neurosis.” This point, at all events, 
is worth noting, that patients who suffer from the 
disease are apt to exhibit a tendency to excessive 
mucin production elsewhere. • Thus many of them 
suffer from mucous gastritis, some from cystitis, 
and, amongst women, a certain proportion from 
the interesting condition known as “ membranous 
dysmenorrhcea.” I do not know that these facts 
throw much light on the pathology of muco-mem¬ 
branous colitis, except in so far as they should 
make us think that it may, after all, be merely a 
local manifestation of some general tendency or 
dyscrasia. 

Etiology .—Of the causes which lead to the deve¬ 
lopment of muco-membranous colitis there is but 
one of which it is possible to speak with any con¬ 
fidence, viz. habitual constipation. Seeing, how¬ 
ever, that it is only a minority of the sufferers 
from this common complaint who develop colitis, 
there must be some other predisposing cause at 
work as well. Continental, and especially French 
writers, find this cause is what they term a “ neuro- 
arthritic diathesis,” which is, I fear, a bastard of 
very doubtful parentage, viz. a neurotic and a gouty 
or rheumatic constitution. Now there can be no 
doubt of the frequent association of membranous 
colitis with a neurotic or neurasthenic state, but I 
am convinced on clinical grounds that the colitis 
may just as truly be described as the cause .of the 
neurasthenia as vice versa , and I have often been 
assured by intelligent and observant patients— 
including at least one member of our own profes¬ 


sion—that they never exhibited any signs of neuras¬ 
thenia until some time after the appearance of the 
colitis. Of the supposed association between the 
disease and gout or rheumatism I confess I have 
been unable to discover any clear evidence in my 
own cases, and these terms are used so vaguely and 
loosely that one should always be distrustful of 
them as alleged etiological factors. A more certain 
role in the production of the disorder can be 
ascribed to certain infective diseases which speci¬ 
ally tend to affect the bowel, such as typhoid fever 
and dysentery, both of which I have known to lead 
to it in several instances. Chronic catarrhal colitis 
is perhaps a more common sequel of dysentery, 
and we see from this how close some cases, at least, 
of the membranous variety may stand to a true 
catarrh. Influenza also figures fairly largely as a 
precedent event in histories of the disease, and 
there can be little doubt that in its abdominal 
form, at any rate, it may actually rank as an ex¬ 
citing cause. 

Inflammatory affections in the neighbourhood 
of the large bowel would also seem, somehow, to 
lead to it. Of these, chronic inflammation of the 
appendix is by far the most interesting and impor¬ 
tant, but to deal adequately with the relationship 
of appendicitis to colitis, and how one may cause 
or simulate the other would require % a lecture to 
itself. This only I would say from my own experi¬ 
ence : (1) that muco-membranous colitis may simu¬ 
late appendicitis so closely as to lead to the dia¬ 
gnosis of the latter (and to operation) when there 
is no appendicitis at all; and (2) that when chronic 
inflammation of the appendix and membranous 
colitis co-exist it is just as likely that the latter is 
the cause of the former as the converse; and (3) 
that when chronic appendicitis does lead to colitis 
the latter seems more apt to assume the catarrhal 
than the membranous form. 

Symptoms .—By far the most constant symptom is 
constipation , but there is nothing peculiar about the 
constipation in this disease except its very prolonged 
and obstinate character. Pain is often present 
as well, and it is for this oftener than for the con¬ 
stipation that the patient seeks relief. The pain is 
probably, almost certainly, the result of spasmodic 
contraction of the bowel (“entero-spasm ”) which 
is in many cases at least the cause of the constipa¬ 
tion. Such spasm is no mere figment of the 
imagination ; the bowel has been caught in the act 
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of it more than once when the abdomen has been 
opened by operation, and firm contraction of a seg¬ 
ment of the colon observed. Sometimes the pain is 
extremely severe and, like all colic, it tends to be 
relieved by pressure. One of my patients used to 
bend herself over the banisters with her legs off 
the ground and her weight resting upon the abdo¬ 
men in order to get relief from the paroxysm; 
whilst another, a clerk, used to sit in his office 
with a ruler firmly pressed over the seat of pain. 
The pain may be felt either in the right, or left | 
flank, or over the site of the transverse colon, and 
in the latter case it is very apt to be mistaken for 
pain in the stomach. Such mimicry of gastric 
pain is rendered all the more deceptive by the fact j 
that the colonic spasm appears to be brought on 
immediately in some cases by the taking of food— 
much, I suppose, as the exaggerated colonic peri¬ 
stalsis which leads to lienteric diarrhoea is. I have 
seen many cases in which such an association of 
the pain with meals has led to a diagnosis of 
gastric ulcer being made. Sometimes, again, the 
pain is worst after the bowels have been emptied, 
and in such instances it is apt to be accompanied by 
a peculiar sensation of exhaustion and depression. 
These, I believe, are cases to which the term 
“ mucous colic ” has been applied. 

Flatulence —both intestinal and gastric—is an¬ 
other common symptom, and many patients, 
especially women, will complain that they swell up 
so much at times and the abdomen becomes so 
tender that they are driven to -loosen the clothing. 
Of more remote symptoms a group referable to the 
circulation is very commonly met with. The pulse 
is often unusually slow, especially in the morning, 
palpitation is frequent, and patients often complain 
bitterly of coldness of the hands and feet, and 
of the fingers going numb. Headache is not un¬ 
usually present, and may sometimes be of pros¬ 
trating violence. Symptoms of dyspepsia of one 
sort or another, but especially of the atonic variety, 
are almost always present in greater or lesser 
degree, and are the result of a co-existing disorder 
of the functions of the stomach, and when gastritis 
supervenes, as it often does from time to time in 
the course of the disease, the well-known discom¬ 
forts of biliousness are complained of in addition. 


pronounced hypochondriacs I have ever encoun- 
| tered have been sufferers from this complaint. 

Physical signs. — Sufferers from muco-mem- 
branous colitis are usually poorly-nourished, miser¬ 
able-looking individuals, but not always. In the 
early stages I have known them present the appear-, 
ance of comparative health. They tend to be chilly 
mortals with sub-normal temperature, who feel the 
cold acutely and often complain of “ shiverings.” 
The hands tend to be blue and cold. 

On examination of the abdomen one usually 
finds it to be flaccid with a badly-developed wall. 
To this there are few exceptions. I can only recall 
two patients in whom the abdominal muscles were 
well developed. In women the abdomen is often 
of the “ ptotic ” shape, with a narrow subcostal 
angle and contracted lower chest. 

On palpation tenderness may be elicited over 
some part of the colon, oftenest perhaps in the 
caecal or sigmoidal regions. The ascending colon 
often presents to the hand a feeling of resistance 
along with a curious crepitant sensation like that 
experienced on handling a bag of feathers. This 
is probably due to spastic dilatation and is one of 
| the characteristic signs of the disease. Over the 
transverse colon a definite splash can often be 
elicited. This splash is very apt to be mistaken for a 
splashing stomach, and I have seen several cases 
in which such a mistake led to an error of dia¬ 
gnosis and in one case to the performance, and 
in another to the recommendation of gastro-enteros- 
I tomy. When the colon extends very high up, it is 
easy to fall into this error, and if one is in any 
I doubt the limits of the stomach should be deter- 
I mined separately by inflating it in the usual way. 

The sigmoid can often be felt in a contracted 
| condition resembling a piece of india - rubber 
, tubing. These three conditions—spasmodic dila- 
1 tation of the ascending colon, atonic dilatation 
| of the transverse colon, and spasmodic contrac¬ 
tion of the sigmoid are those most commonly met 
with on palpation, and all of them frequently 
occur together. By far the most certain sign of 
muco-membranous colitis it need hardly be said is 
the presence of mucus and membranes in the stools. 
It is not sufficient merely to ask the patient if these 
have been noticed; one must examine a stool 


Almost invariably patients complain of great ex- I oneself. I have repeatedly been assured that 
haustion, of disinclination for any mental effort, there was nothing abnormal about the stools, and 


and of depression of spirits, and some of the most j subsequently found masses of mucus and mem- 
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brane in them when they came to be carefully 
examined. Nor is a cursory inspection of the stools 
enough ; for the mucus and membranes may be so 
intermixed with faecal matter that they may easily 
be overlooked even by a skilled observer. The 
only plan is to give a large enema, to strain the 
result in a sieve and to wash away all faecal matter 
and see if any mucus or membrane is left. Along 
with the mucus and membrane one will usually 
find vegetable detritus in considerable amount. 
There seems to be a peculiar inability on the part 
of these patients to digest cellulose, and such 
articles as the skins and seeds of fruit may lodge 
for a long time in the bowel unaltered. In one 
case I washed out of the bowel several grape-skins 
which the patient assured me he must have eaten 
more than three months before. Like many 
neurasthenics he kept a diary of points bearing 
upon his health, and in this he had recorded the 
circumstance of his having eaten a grape tart at 
his club on a particular date, since which time he 
was sure he had not eaten any others. 

Diagnosis. — In approaching the diagnosis of 
muco-membranous colitis it is essential to clear 
one’s mind of the widespread impressions (1) that 
it is a rare disease, (2) that it is almost exclusively 
met with in women about the middle period of life. 
In its less severe manifestations the disease is by no 
means rare. Indeed, it is comparatively common, 
and probably getting commoner. And it is just in 
its earlier stages that its recognition is most im¬ 
portant, for it is then that it is most amenable to 
treatment. Here, if anywhere, the maxim, obsta 
principiis , must be borne in mind. Further, it is 
by no means only met with in women, and some 
of the most intractable cases I have seen have been 
in men. It may also be met with at all ages. I 
have notes of several between five and ten, and of 
others above the age of sixty. No sex and no age, 
therefore, is exempt. 

As it is usually pain which brings the patient to 
his doctor, it is of the first importance to bear in 
mind the possibility of muco-membranous colitis 
as a cause when one is dealing with any obscure 
case of abdominal pain. A man who suffered 
from the disease in a severe form with intense 
paroxysms of pain told me that he had gone the 
round of a number of physicians and that the 
following diagnoses had been made : “ Congestion 
of pleura, neuralgia,ulceration of stomach, gall- 


' stones, nervous dyspepsia, stricture of colon, 
j ‘ possible growth somewhere.’ ” Such a case serves 
' to illustrate the way in which the paroxysmal pain 
j of membranous colitis may simulate that of other 
forms of intra-abdominal disease. There is no 
I need to enter into the differential diagnosis of 
j colitis .from other conditions, fora thorough inves¬ 
tigation of the stools will always enable one to 
determine its presence, provided the possibility of 
its existence is remembered. I have already 
1 pointed out how the splash which often occurs over 
the transverse colon is apt to lead to a diagnosis 
j of dilatation of the stomach, and how the onset of 
the pain soon after a meal may arouse a suspicion 
of gastric ulcer. 

The possibility of the mimicry of appendicitis by 
colitis must always be specially kept in view. Such 
a mistake is easily made and has led to many an 
unnecessary and futile operation. Here, again, 

“ forewarned is forearmed,” and if one has the possi¬ 
bility of such an error present in one’s mind when 
the diagnosis is being made, one is not likely to be 
I deceived. There is one kind of patient in whom the 
! presence of membranous colitis should always be 
strongly suspected, and that is what one may speak 
of as “the abdominal woman.” You all know the 
type; those of you who have been in practice 
know her only too well. You remember her con¬ 
stant state of misery and dejection, her obstinate 
constipation and flatulence, her frequent complaint 
of vague abdominal discomfort or pain. In such 
a case you will often find that muco-membranous 
colitis is the fountain of all the patient’s ills. 

1 Prognosis .—Muco-membranous colitis is not a 

| disease that directly destroys life, but it kills health 
j and happiness. Patients who suffer from it and 
| who go unhealed are apt to drift into a state of 
1 chronic invalidism, never really well, spending 
1 much of their time on the sofa, and with all their 
thoughts, as someone has said, revolving round the 
umbilicus—a condition which is sometimes worse 
than death. On the other hand, if dealt with early 
it is quite amenable to treatment, and is susceptible 
i of complete cure. Even very bad cases sometimes 
j recover in a surprising fashion. I recall one, 
almost the worst I have seen, in which the patient, 

1 a woman, was reduced to such a condition of 
nervous exhaustion from constant pain that she had 
to lie in a darkened room and could hardly bear 
anyone to cross the floor, and yet who has now re- 
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gained quite a large amount of health and energy, 
and has taken her place again amongst the ranks 
of the fit. One need not, therefore, take too 
gloomy a view even of the worst cases, and if one 
is fortunate enough to recognise the condition 
early the outlook is by no means unfavourable. 

Treatment .—The paramount indication in the 
treatment of muco-membranous colitis is to get the 
colon clean and to keep it so . Let us now consider 
the best methods of carrying out these indications 
in practice. In order to clear out the colon the 
patient must be kept in bed for at least a few days. 
During this time an injection of eight ounces of 
warm olive oil should be thrown into the bowel 
every night. The injection is best given by means 
of a soft tube fitted with a funnel, and should be 
passed in as high up as one can get it. It should 
be given in the evening and retained all night if 
possible. If it fails to come away properly a large 
enema (one or two pints) of saline solution (one 
drachm of salt to the pint) should be given in the 
morning. This treatment should be continued for 
a week, and usually results in the removal of a 
quantity of scybala along with a certain amount of 
mucus. After the bowel has been thoroughly 
cleared of retained faeces it should be subjected to 
a thorough course of lavage. For this purpose one 
must avoid using any irritating solution, as the 
colon in these cases is extremely sensitive and 
resents the presence of any but the blandest 
solutions. Thus even a soap and water injection 
may cause considerable discomfort. I prefer to 
use either salt or borax solution (one drachm of 
either to the pint) given as hot as the patient can 
comfortably bear it At least two pints should be 
injected every morning, the injection being given 
through a long, rubber tube (a small-bore oesopha¬ 
geal tube does very well) fitted with a funnel. In 
order to avoid using too great pressure the funnel 
should not be held more than two feet above the 
level of the bed. The solution.should be allowed 
to run in slowly, the patient lying first on the left 
side with the hips raised on a pillow, then turning 
on to the back, and finally on to the right side 
so as to allow the fluid to find its way into the 
ascending colon. 

Lavage may be repeated daily for a fortnight, 
but I do not consider it advisable to continue it 
beyond that time as it is very easy to over-treat the 
colon in such cases. In any case it may be dis¬ 


continued so soon as the washes are free from mucus 
and dibris. If the patient can go away from home 
it is better to have the washing carried out at a spa. 
Plombieres and Chatel-Guyon are the favourite 
resorts for such patients, but the Plombieres douche 
apparatus has now been installed both at Harrogate 
and Buxton in this country, and the treatment at 
these places is as efficiently performed as at the 
French resorts. I have sent several patients to 
Harrogate, especially, with the most satisfactory 
results. 

As a sequel of the washings the general condi¬ 
tion is usually immediately improved, pain dis¬ 
appears, many of the remote symptoms, such as 
slowness of the circulation and mental depression, 
vanish, and the patient often gains considerably in 
weight. Having got the colon clean and at least 
fairly free from mucus and membranes one must 
next try to keep it so. In order to do this one 
must ensure a sufficient daily action of the bowels. 
This can rarely be accomplished without the help 
of an aperient, and it is often a difficult matter to 
decide what aperient to employ. I am strongly of 
opinion that castor oil is the best if the patient 
can take it. It is best given on first waking in the 
morning, the efficient dose varying from one drachm 
to half an ounce, or even more, but sometimes it 
acts better if given in divided doses throughout the 
day. Failing castor-oil some patients do very well 
on a combination of cascara and belladonna, the 
dose varying greatly in different cases. Other 
laxatives which I have found useful at various 
times are sulphur, senna pods, phenolphthaleine, 
liquorice powder and tamar indien. Aloes should 
be avoided as it is too apt to cause enterospasm. 
Salines suit some patients, but should be avoided 
if there is atony of the colon as their action is then 
extremely uncertain, and they are apt, as patients 
say, to ‘‘ keep on rumbling about all day ” without 
giving any satisfactory relief. From time to time 
a small dose of calomel will probably be required, 
especially if there be any feeling of “ biliousness.” 
The smaller the dose of it the better; T V-i gr. 
are the quantities I usually employ. 

Abdominal massage is sometimes of use in helping 
to secure a regular action of the bowels, especially 
when there is atony of the colon, but it must be 
used very cautiously. Where pain and enterospasm 
are prominent features it should be avoided alto¬ 
gether or only employed in the light vibratory form 
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to the abdominal muscles, for in such cases any 
kneading of the colon is certainly injurious. 

Pain should be relieved by the use of hot appli¬ 
cations to the abdomen, and by the employment 
of suppositories containing belladonna or codeia | 
when paroxysms come on. Suppositories are , 
specially useful in those cases in which pain is felt j 
after an action of the bowels. Occasionally the 
crisis of pain may be so severe as to necessitate 
the injection of morphia, but as far as possible 
recourse should not be had to this drug, as the 
patients we are considering are even more prone 
than others to become slaves to it. 

I have said nothing hitherto about the important 
question of diet in muco-membranous colitis. On 
this subject there are two diametrically opposed 
schools of teaching. Most German authorities— , 
headed by von Noorden—appear to recommend a | 
bulky diet, rich in cellulose, such as is commonly 
prescribed in the treatment of ordinary constipation. 
French authorities, on the other hand, whose experi¬ 
ence of the disease at Plombieres is peculiarly large, 
employ a diet which is calculated *0 leave as little ; 
residue in the bowel as possible. Personally, I 
agree entirely with the French plan, and commonly 
prescribe a diet from which all insoluble debris is 
removed as far as may be. This indication is met 
by recommending that all animal food be passed 
through a mincing machine, and all vegetable food | 
through a fine sieve. If these conditions be observed 
the actual composition of the diet may safely be left 
to the choice of the patient. I am inclined to J 
think, however, that in severe cases all animal I 
foods, except milk, should be forbidden, and the 1 
diet be a purely lacto-farinaceous one. I have | 
known at least one case in which such a diet was 1 
observed for more than a year with the greatest 
benefit. We come, finally, to the consideration of 
operative measures. In intractable and old-stand- i 
ing cases which have resisted the plan of treatment j 
above sketched out, and where the patient is 
becoming more and more of a confirmed invalid, 
one naturally asks whether any help is to be found I 
in surgery. A temporary ascending colotomy has 
been recommended in such cases, and practised 
with some success, but its inconveniences are very 
great. Ileo-sigmoidostomy appears, on the face of 
it, to be a more rational proceeding, for it throws 
the colon out of action completely and permanently. 
My experience of this operation in muco-mem¬ 


branous colitis is limited to three cases. In all of 
these great improvement resulted, and is maintained 
after the lapse of more than a year, but in none was 
there a complete cure. One patient, indeed, con¬ 
tinued to pass considerable quantities of mucus in 
spite of the fact that the ileum had been detached 
from the caecum and united to the lower part of 
the sigmoid. I think, therefore, that it would be 
well, where the absence of adhesions makes it easy, 
to remove the entire colon in such cases in order 
to prevent the regurgitation of the intestinal con¬ 
tents into the cut de sac which remains when the 
large bowel is left in situ. This, as you know, has 
been practised successfully by Mr. Arbuthnot 
Lane in severe cases of faecal stagnation from atony 
and dilatation of the colon, a condition in which, 
as a matter of fact, muco-membranous colitis is 
often present as well. 

In two of my cases appendicostomy was per¬ 
formed in order to permit of thorough lavage of 
the bowel, a tube being worn for the purpose for 
some months. In both distinct improvement has 
resulted, but the operations are yet too recent to 
enable one to judge of the final result. I anticipate, 
however, that ileo-sigmoidostomy will prove to be 
the more satisfactory procedure, and I should 
never hesitate to recommend it in cases which 
have resisted all other attempts at treatment. 
July 8th, 1907. 


ON THE USE OF SOME MECHANICAL 
APPLIANCES IN SURGICAL TREAT 
MENT.* 

By JOHN POLAND, F.R.C.S., 

Senior Surgeon to the City Orthopedic Hospital and 
Senior Surgeon to the Miller Hospital, etc. 


This afternoon I wish to recount my own personal 
experiences of a few simple appliances in some of 
the most common forms of disease and deformity. 
At the same time I shall compare such methods 
with the commonly accepted alternative methods 
of the general surgeon. But I do not at all 
propose to treat of the numerous forms of apparatus 
employed by the orthopaedic surgeon—that would 
be a tedious and a useless task. 

* Abstract of a lecture delivered at the Medical 
Graduates’ College and Polyclinic. 
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I shall refer to other apparatus only in so far as j 
they enable me to explain or illustrate my present j 
subject. 

In this connection, however, I cannot help 
remarking—as I have already done in the intro¬ 
duction to my edition of the work on ‘ Bodily 
Deformities ’ by my colleague, Mr. Chance—that 
the orthopaedic surgeon must not make himself the 
slave of any system, or shackle himself with the 
mechanism he employs, but be ready, as a free 
agent, to operate with fresh—if you will allow me 
to use the word—“devicefulness,” in all cases where 
his science may be of any avail. Otherwise his 
treatment may be as unsatisfactory as that of the 
general surgeon who operates on any or every ortho¬ 
paedic case that presents itself. 

Caries of Spine . | 

I will commence with the treatment of one of 
the most common affections which the hospital 
surgeon, as well as the general practitioner, is called 
upon to deal with—“caries of the spine,” with | 
curvature in its varying degrees. During my work 1 
at the North - Eastern Hospital for Children and 
elsewhere, I applied many hundreds of plaster- 
of-Paris jackets or casings, whether by Sayre’s 
method of suspension or by Davy’s hammock swing, 
and also many scores of poro-plastic jackets, 
and I must tell you at once that I have given them 
all up in favour of the simple appliance I shall ! 
presently describe to you, which was brought under 
my notice by the late Mr. E. J. Chance at the time 
I took over his wards and his work at the City I 
Orthopaedic Hospital during his last illness. , 

These jackets alluded to (1) are no lighter than | 
the simple steel appliance; (2) they compress the j 
thorax within rigid walls and prevent its proper ; 
expansion and the full inflation of the lungs, \ 
thereby tending to excite the development of 
tuberculous processes in the lung-tissue; (3) they 
also tend to keep up the depressed and flattened 
condition of the sternum in front. I 

The simple mechanical contrivance which I now | 
show was the invention of my colleague, and is 
now generally known as Chance’s splint. It is the 
most efficient method of completely adapting the 
principles of antero-posterior support. 

The first instrument of the kind was employed 
by Mr. Chance in 1852, soon after the foundation 
of the City Orthopaedic Hospital. It has been 


imitated by many other surgeons. Thus, Dr. C. F. 
Taylor, of New York, invented a spinal splint 
which goes by the name of Taylor’s brace; and it 
is to him that Bradford and Lovett assign the 
credit of being the first efficiently to apply the 
principle of antero-posterior support. But although 
Taylor’s brace has certainly some of the good points 
and advantages of Chance’s splint, it has, on the 
other hand, mechanical defects which render its 
application less satisfactory. 

The instrument I now show you is the original 
model constructed for Mr. Chance in 1852 by Mr. 
Mabon, the grandfather of the present instrument- 
maker of the City Orthopaedic Hospital. 

It consists of two light steel bars or uprights, 
extending from a U-shaped shoulder-pad behind 
and between the shoulders—down the spine on 
either side of the spinous processes to the level of 
the pelvis. Here these are attached to a pelvic 
belt of steel, which passes below the iliac crests to 
below the anterior superior spines of the ilium in 
front (almost in the position of a hernial truss). 

Soft shoulder-straps are passed round the front 
of each shoulder and fixed to the adjustable pad 
behind the shoulders. To the uprights are also 
attached at the sides light adjustable steel pads, 
which are adapted to the sides of the projecting 
curvature of the spine. 

The discovery of this simple contrivance I will 
give you in Mr. Chance’s own words, as they are 
of value historically and explanatory. He says : 
“ As I then became gradually and practically con¬ 
vinced the axillary crutch could not be borne, and as 
I could find no other kind of instrument in use 
that would supersede it, I set myself the task to 
ascertain if it was not possible to apply mechanical 
support on another principle so as to dispense 
with the crutch altogether. After many attemps I 
succeeded in my object, and my success arose thus. 
I was sitting on a high chair examining a child 
about 8 years of age, who had lateral curvature, 
and in order to explain the nature of the case to 
the friends I had placed the child between my 
knees so as to hold the pelvis firm while I bent 
the spine straight with my hands—one on each 
side—the lower hand to redress the abnormal 
curve, and the upper hand to press the shoulders 
back into their place, when, as soon as I had done 
so, the thought flashed into my mind, “ that is just 
what is wanted in an instrument,” and I exclaimed 
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“ I think I have discovered the principle of a new 
instrument.” The parents agreed to have an 
instrument constructed after my plan. The in¬ 
strument was made from my drawings, and, to my 
great satisfaction, I found I could place the child 
as straight by the aid of my new instrument as I 
had placed him between my knees with my hands. 
Such was the origin of the simple instrument I 
now use, and its effectiveness is dependent entirely 
on a totally different principle to that of any 
other instrument then in use, or to any since used 


Fig. i. 



that I have ever seen, viz. on its making the upper 
and lower parts of the posterior natural curves of 
the spine points d'appui on which to act on the 
remainder.” 

Mr. Chance’s first splint was constructed for 
lateral curvature, and had only a single upright. 
It was afterwards modified for angular curvature 
from caries and had a double upright—that is, two 
central bars, one on each side of the spine, with 
sufficient space between to allow for the prominence 
of the spinous processes, as you will observe from 
this original model (see Fig. i). In other parts 


also alterations of some importance have been of 
late introduced, as you will see by the drawings and 
photographs I show you. The pelvic belt is now 
considerably strengthened at the back of the sacrum, 
so that—especially in the sitting posture—it will, 
by means of the two uprights, support the whole 
of the body from below upwards. These uprights 
or bars, with slots for about two-thirds of their 
length, can be bent in accordance with the angle 
of deformity; and, on either side of the angular 
projection, there is fixed a plate screwed to its 
respective upright. These plates exert a pressure 
in complete opposition to that exerted by the 
shoulder-straps and by the abdominal belt, and 
thus prevent or tend to correct the curvature, 
while at the same time they support and fix in a 
most cpmfortable manner the diseased portion of 
the spine. Between the angle and the pelvic belt 
are a couple of straps attached behind to a lumbar 
pad and ending in front in the abdominal belt. 
This abdominal belt acts in controlling the 
tendency to increased curvature ot the spine and 
in allowing room for improvement in position. A 
shoulder-pad also is attached to the upright bars, 
and from this pad the shoulder straps pass round 
the front of the shoulders. Both the upper end 
and the lower part of the spine are retained in a 
fixed position, the abdominal belt restraining, as I 
have said, the curvature of the vertebrae below the 
seat of the disease. 

The malleable steel uprights in this instrument, 
as in others I am to exhibit presently, can be 
readily bent by means of these handy wrenches.* 
In fact, all these instruments and their different 
parts are entirely adjustable in every way. 

A remarkable instance of the utility of this splint 
associated with internal abscess came under my 
care a few years ago at the City Orthopaedic Hos¬ 
pital. This was a case of angular curvature in the 
dorsal region in a working man, aet. 48 years, who 
had been unable to work for two years, and pre¬ 
sented himself with such severe girdle pains that 
he was, as he stated, “completely doubled up.” 
For two months he had been coughing up quantities 
of pus, and on two occasions he brought me pieces 
of carious bone, which I examined and found to be 
pieces of carious vertebrae. He was very reluctant 
to have any form of splint applied as he felt too 


* These wrenches are made by Messrs. Allen and 
H anbury. 
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weak. However, I persuaded him to have this 
spinal support, with the result that there was very | 
great improvement in his condition, and at the end j 
of four months after the application of the splint ! 
he was able to do some work again. He rapidly I 
got quite well, and eventually I lost sight of him. j 

In the local treatment of caries of the spine 
fixation as complete as possible of the whole spinal 
column is the most essential feature. Fixation by 
rest can be best carried out by recumbency in the j 
prone position on an inclined bed or couch, such 
as that advocated by the late Mr. E. J. Chance, 
and extensively used at the City Orthopaedic Hos¬ 
pital, This prone couch was invented by Dr. 
Thos. Verral in 1836. 

Mr. Chance, in his unpublished lectures, says: | 
“ From long years of experience of the benefits 
attending the use of this couch, I can now positively 
assert that recumbency in the prone, /. e. facial, 
position on the prone couch of Dr. Verral, how¬ 
ever long continued, is not attended by any ill 
consequences attributable to it.” 

This opinion I can fully endorse. I will not trouble 
you with the mechanism of this couch, but only 
illustrate its use by quoting an interesting case of 
spinal caries and angular curvature in the dorsal 
region accompanied with complete paralysis, cystitis, | 
incontinence of urine, and complete loss of sensation 
and oedema in the lower extremities occurring 
in a girl, set. 10 years. With recumbency on the | 
prone couch and the application of a spinal splint 1 
the whole of the symptoms completely cleared 
up gradually, so that the patient, in 1897, was 
able to walk out of the hospital. I saw her a few 
weeks ago, nine years after the paralysis, and she 
still remains quite well and was still wearing the ; 
splint. 

For cervical caries a light metal rod can be 
fixed to the shoulder plate of “Chance's” splint, 
and then to the upper end of this rod is attached a 
crescentic tight band of metal passing on each side j 
of the head from below the occiput upwards and j 
forwards just above the ears, then directly forwards ' 
to the front part of the temporal regions. The * 
ends are here united in front of the forehead by a I 
soft leather band and strap—above the super- I 
ciliary ridges. By means of this the head is most 
rigidly fixed. A rack joint in the upright rod is a 
useful addition for adjusting the apparatus accord¬ 
ing to the degree of flexign or extension of the head. 


Lateral Curvature. 

As to lateral curvature of the spine, even in its 
mildest form it is a mistake to say that a patient wiJl 
grow out of it. It is most difficult to prognosti¬ 
cate which case will get well with a few appropriate 
exercises, and which will get steadily worse. 

But I am convinced that exercises should be 
combined with some form of support after their 
employment. 

A simple shoulder-pad with straps round the 
front of the shoulders, prolonged down the spine 
as far as the sacrum along with an abdominal 
canvas belt, is a very simple contrivance which I 
have used for many years. 

In more advanced cases I have employed a single 
steel upright or bar attached above to the usual 
shoulder-pad with straps, and below to the pelvic 
girdle, the lateral pads over the ribs being also 
retained. This is one of the most efficient supports, 
and is essentially that originally invented by Mr. 
Chance. 

You will, see in the drawing that a lumbar pad 
has been added to attach the ends of the straps of 
the abdominal canvas belt to the spinal upright. 

In very extreme cases of lateral curvature with 
great rotation of the spinal column and ribs, the 
single upright is combined with a large lateral pad 
over the projecting ribs, moved by a rack joint 
fixed to the upright. 

Excurvation of the spine , that is, a general 
posterior curvature of the spine, often occurs in 
adults along with a rheumatic tendency. 

But it is by no means uncommon in children, and 
combined with a certain amount of lateral curvature. 

The single upright with lateral pads is applicable 
in both instances. This is what Mr. Chance says 
on the subject: 

“ When excurvation is accompanied by a lateral 
deviation, whether from weakness or absolute 
interstitial absorption, the spine requires absolute 
lateral support, which support is most afforded by 
the two movable imitation hands, one on each side, 
at unequal heights, so that they completely redress 
the lateral curve, whilst the upright rod effaces the 
posterior curve.” 

Rachitic posterior curvature of the spine, or 
general excurvation in young children or infants, is 
best treated by a moulded leather splint—I have 
used it for many years. It extends all over the 
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back from the nape of the neck to the buttocks, 
with a broad abdominal band and soft straps round 
to the shoulders. 

• Let me now pass to a few affections of the lower 
extremity. And, first, as to hip disease. The 
application of a plaster casing or lying in bed for 
months with extension on the limb can only be 
recommended in very acute cases or where suppura¬ 
tion threatens. I believe in the careful fitting of 
a Thomas’s splint and in allowing the patient, 
especially a child, to walk about. In the more 
acute cases a patten may be worn on the opposite 
limb and the child have the use of crutches, but j 
in a large majority of cases these may be dis¬ 
pensed with. 

The affection of the hip in children is often only 
a synovitis and not tuberculous. This is a subject 
entirely overlooked or much neglected in surgical 
works. 

The same may be said of disease of the knee. 
They are not all tuberculous. I do not put these 
up in plaster, but apply a walking apparatus fixed 
to the boot, consisting of a steel bar on the outer 
side of the leg passing by a band to the inner side 
below the knee and then up the inner side of the I 
thigh with a rack-joint at the knee. 

This may be continued round to the outer side 
of the thigh and upwards as high as the hip-joint, 
and connected with a pelvic band. At times a 
simple bar from the foot to the hip with a rack- 
joint at the knee and a band of leather round the 
knee will completely correct the tendency to flexion 
and rotation of the leg. It is better than a 
Thomas’s knee-splint with the foot off the ground. 

In this connection I may be permitted to express i 
the opinion that, after excision of the knee for 
severe disease, a mechanical support is better than 
a leather casing. 

Turning now for a moment to rachitic curvature 
of the legs in infants and children, let me take the ] 
simple outward. curvature of the tibia in infants 
and very young children. A simple wooden splint, 
such as you see here, with a notch above and below 
to take the narrow straps encircling first the splint 
and then the knee above and the ankle below, is 
applied from the knee to the ankle. A broad 
central strap passes round the splint and the con¬ 
vexity of the tibia. M. Andry, the inventor of the 
term “ orthopaedia ” in his book on this .subject 
published in 1741, shows how;this support is all 


that is necessary to correct a bend in a growing 
tree. It is quite a mistake to keep children suffer¬ 
ing from rachitic curvature off their feet. 

In genu valgum , or knock-knee, in young patients 
and of moderate degree, a similar long wooden 
splint is everything that can be desired. It extends 
from the pelvis to the ankle with a notch below to 
receive the lower strap round the ankle; at the 


Fig. 2. 



upper end there is an eye which receives the upper 
strap. This strap does not encircle the body; it 
merely passes from the upper end of the splint on 
one side to the splint on the other, round the 
posterior part of the pelvis at the upper part of the 
buttocks. 

A broad strap passes round the knee at the level 
of the internal condyle and outer side of splint. 


Digitized by 


Google 



The Clinical Journal. ] 


MR. POLAND. 


[July 10,1907. 203 


As with the last splint the child should not be kept 
off its feet (Fig. 2). 

When we have outward curvature of the tibia 
associated with genu valgum or varum, in patients 
beyond three years of age which have had no 
previous treatment or in which the bones are 
getting hard, a stronger mechanical support is 
required, viz. in the case of genu varum an iron to 


Fig. 3. 



the inner side of the leg as far as the knee, where 
there is a movable joint, the iron then extending 
above the knee, and a band passing round the 
back of the thigh to the outer side where a steel 
piece, with free joint at hip, connects it above with 
a pelvic band. A broad knee-cap passes round 
the outer side of this and over the splint on the 
inner side. 

In simple genu valgum in older children a long 


outside steel support passing upwards from a socket- 
joint in the heel of the boot with rack-joint at 
, knee and a pelvic band below the iliac crests and 
1 a movable joint at the hip is a most admirable and 
simple splint. The rack joint at the knee gives 
lateral movement so that very severe cases of genu 
valgum can be most successfully treated. Of 
course there should be a good knee-cap and a 
T-strap for the ankle. This apparatus entirely 
does away with the necessity of MacEwen’s or 
other forms of osteotomy in an enormous majority 
of cases (see Fig. 3). This is t*ue not only during 
i the acute rachitic period but after six or eight years 
/of age. 

For genu valgum in adolescence the same 
simple contrivance is all that is necessary to effect 
a complete cure. In this case it is advisable to 
have a free joint at the ankle. The photograph 
and drawing I show you were taken from a girl, 
set. 18 years. For two years she had worn this 
splint. The internal malleoli, which were previously 
seven inches apait, could, as you see, be placed in 
contact with each other. 

In conclusion, I would again draw attention to 
the treatment of congenital talipes equhio varus in 
infancy. 

Tenotomy and the application of plaster-of-Paris 
at an early date are still recommended in text¬ 
books and adopted in general hospitals, though to 
repeat my own words in a former lecture,* “they 
are not only quite needless but distinctly harmful. 
The course of procedure where the method in 
question is adopted is as follows : The tendons are 
divided and the foot and leg put up in the plaster 
casing. This dressing is taken off after the lapse 
of two or three weeks, and then reapplied. When 
the casing is finally removed at the end of two or 
three months the correction of the deformity may 
at that time appear to be perfectly satisfactory, but 
nothing in the form of a boot with an iron support 
being applied, the foot is allowed to get as bad as 
ever, the tarsal bones soon beginning to alter and 
gradually regaining their abnormal position and 
shape. The number of so-called relapsed cases 
treated in this way that come before the surgeons 
of the Orthopaedic Hospital is astonishing. Were 
an efficient mechanical appliance fitted and used 
for the first few years of walking life, I am strongly 

* Lecture on “The Treatment of Congenital Club¬ 
foot,” Clinical Journal, September 21st, 1904. 
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of opinion that such “ relapses ” would not occur. 
The support should be worn until the astragalus, | 
os calcis, and other bones develop their normal j 
shape under the pressure of their new and corrected 
position.’' # 

The proper treatment to adopt is as follows : A 
tin splint on the outer side of the foot and leg 
should be applied directly or within a week or two 
of the child’s birth, combined with manipulation. 
At the time the child is ready to walk the foot is 
in a valgus position, and all that is required is 
division of the ten^o achillis. At nine months a 

Fig. 4. 



Boot and leg iron for walking after cure of congenital 
talipes equino varus. 

walking instrument is applied as I have just stated 
(see Fig. 4). It consists of a boot with a steel 
support on the inner side of the leg reaching to the 
tubercle of the tibia, where a band encircles the 
leg and aT-strap round the ankle. At the ankle 
there is a rack-joint, which in a short time is made 
into a free joint. 

In older or neglected cases of talipes varus the 
same treatment should be adopted with mechanical 
appliance. Here, of course, tenotomy, fasciotomy, 
and syndesmotomy are in frequent requisition. 
In this connection I am most gratified in seeing a 
short resit mi of “The Treatment of Congenital 


Club-foot” by Dr. B. E. McKenzie of Toronto 
(‘ Brit. Med. Journ.,’ November 10th, 1906), where 
he concludes by stating that “age is no bar to 
successful treatment. Eminently satisfactory re¬ 
sults may be obtained in adult life. Even in the 
case of adults the more heroic methods of operation 
in many cases are not called for.” All careful 
orthopaedic surgeons will endorse this view—con¬ 
demning that too frequent use of mutilating opera¬ 
tions and unnecessary sacrifice of bones and joints, 
to which I have referred in the lecture above 
quoted. 

The construction and application of every 
mechanical appliance should be superintended by 
the surgeon, and not left to the instrument-maker. 
Those that I have brought before your notice 
to-day are so simple in construction that any 
surgeon with the smallest knowledge of mechanical 
principles can have them made at any careful iron¬ 
mongers, and have the pads, etc., covered by a 
saddler, and applied and adapted to each case by 
the surgeon himself. The construction, adaption, 
and adjustment should not be relegated to the 
instrument-maker. Why not teach a few mechanical 
principles in general hospitals ? 

July 8 th, 1907. 


WITH DR. HERRINGHAM IN THE WARDS 
OF ST. BARTHOLOMEW’S HOSPITAL. 

Hetse is a boy whom you will remember we saw 
last week. His temperature is normal now. His 
apex beat is now half an inch outside the nipple 
line, whereas previously it was a quarter of an inch 
outside the axillary line. His heart murmurs are 
not so marked, but there is still a marked systolic 
murmur at the apex; in this there is no change. 
You will notice on the end of his ulna and the tips 
of his fingers and at the tip of the metacarpal 
bones there are tiny prominences. These sub¬ 
cutaneous nodules you do not, with very rare 
exceptions, find in any condition except rheu¬ 
matism. They are masses of fibrin caused by the 
poison which produces rheumatism, especially that 
kind of rheumatism which results in damage to 
the valves of the heart. 

Here is a new case, a man. set. 39 years, a 
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butcher and farmer. He was admitted some time 
ago complaining of palpitation and breathlessness 
on exertion, and sometimes pain over the pnecor- 
dium, with sensations as if he were dying. These 
occur at night. There is also distension of the 
abdomen. The history of his present condition is 
that he was quite well until between five or six 
years ago, when he began to notice the symptoms 
which have been mentioned. He has been treated 
on and off for the last five years. He states that 
he has been better during the last three months. 
He had sciatica fourteen years ago, and was 
operated upon for piles in 1903. He had gonor¬ 
rhoea seventeen years ago but there is no specific 
history. He was a heavy drinker until three years 
ago, but since then he has only taken a little 
spirits occasionally. He is married but has no 
children. There is no history of his wife having 
had miscarriages. His father died at the age of 
7 5, and his mother at the age of 63. His father, 
he says, had always been healthy. The patient 
walked into the ward, and on examination his 
temperature was found to be 97*7° F., pulse 72, 
respirations 20. He is a healthy looking man, 
not anaemic. He says he has been gradually losing 
weight during the last four years, but he is not 1 
thin now. The pupils are equal and react to light 1 
and accommodation. There is no nystagmus nor 
squint. His tongue is slightly furred, but his 
teeth are good though there are some missing from 
both jaws. He breathes naturally when he is 
propped up. No enlarged glands can be felt and 
there is no tugging. There is slight visible pulsa¬ 
tion in the carotids. His chest is well covered, 
and he is not emphysematous. The chest moves 
well on both sides and in front; it is not lifted as a 
whole. The apex beat is not visible, and there is 
no pulsation anywhere. Palpation confirms in¬ 
spection. The vocal vibrations are natural, and 
the percussion note is good all over the back and 
front. The cardiac dulness begins at the third rib 
and can be detected half an inch outside the 
nipple line. The heart sounds are very faint at the 
apex, but natural. No murmur is heard. The 
second sound is not accentuated at either base. 
The pulses on both sides are equal, but of small 
volume, regular in force and frequency, but tension 
not increased and arteries not thickened. On 
auscultation the breath sounds are natural and 
there are no added sounds The liver dulness 


begins at the sixth rib and extends to the nipple 
line. The costal margin is not palpable. The 
abdominal walls are not resistent, and no viscus is 
palpable. There is no pain or tenderness on 
pressure and the abdomen is not distended. The 
knee-jerks are present; there is no loss of power 
and no oedema. The quantity of urine passed has 
been increased during the last few months. He 
has passed 39 ounces in the last twenty-four hours, 
of a specific gravity of 1028. It is acid, no sugar, 
and no albumen. He occasionally has to get up 
at night to pass his water. On the day the notes 
were taken the patient complained of throbbing all 
| over him, with occasional pains in the prsecordium 
and numbness in the left shoulder and forearm, 
t He complains of distension in the bladder. He is 
sleeping well, but his bowels have not been opened. 

! Respirations 24, temperature 97‘4° F. So except for 
this feeling of oppression and the pain which goes 
; down his left arm there is absolutely nothing to go 
upon, and yet it seems that he has been under 
treatment five years. He has never had any real 
! symptoms of cardiac failure, that is to say, no 
| oedema of his lungs or of his legs, and there cannot 
J be much cardiac failure without swelling of the 
legs. There is no sign of aneurysm in front or at 
the back. There is no obstruction in the valves, 
and I do not feel any obstruction in peripheral 
arteries causing it. A question which we should 
ask ourselves is, can it be a disease of the myo¬ 
cardium itself? I do not think the heart is dis¬ 
placed. I wondered whether the heart was 
interfered with by something growing in the rest 
of the chest. We will skiagraph him presently. 
We have at present no evidence of the genuineness 
of the attacks of cardiac oppression which he 
speaks of; he has not been noticed to go blue in the 
face. He tells us he used to do a fair amount of 
boxing. In the night he has had to get out of bed 
so as to get his breath, and to obtain relief from 
the choking and smothering sensation of which he 
speaks. You may say such a man as this is not at 
all likely to have hysteria, but you must remember 
that even the most robust are liable to it; it is not 
confined to one type of person, nor to one sex. 

| Many a vigorous man fancies he is ill when he is 
not. Of course, his beer-drinking habits may 
| have produced myocardial degeneration, or there 
| may be primary failure of his myocardium, without 
! obstruction, due to syphilis. If it is syphilitic 
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there would be a gumma first and then scarring 
afterwards. I will make him lift a large chair over 
his head several times and walk smartly up and 
down the ward, yet after doing that his pulse is per¬ 
fectly regular, and if I make him stoop down with 
his hands touching the floor and then rise there is 
no sign of cyanosis. Screening with X rays does 
not reveal any enlargement of the heart. So I am 
forced to the conclusion that it is probably a case 
of neurasthenia. We will try him with hot baths 
immediately followed by cold douching down the 
spine. 

Here is our boy with chorea again, who looks 
considerably better, and we are told he is better. 
He is now taking liquor arsenicalis. His heart 
and lungs are normal. In chronic cases of chorea 
I always find it good treatment to give cold douches 
preceded by a warm bath. It used to be the 
practice to pour cold water down the spine from a 
jug, but that method has been improved upon by 
the douche. It is not good for acute and severe 
cases. 

Here we come again to the young man with 
epistaxis and anaemia who we talked of last 
week. He is a better colour now and he tells us 
he feels stronger; he is eating and sleeping well. 
His temperature keeps steady. The average 
amount of urine which he is passing is about sixty 
ounces, specific gravity 1017, clear, no albumen, 
no sugar. Two blood examinations have been 
made, and the first one shows : Red cells 2,525,000, 
white cells 3000, haemoglobin 27 per cent., colour 
index *54. The second examination showed: 
Reds 2,300,000, whites 9000, haemoglobin 21 
per cent., colour index *46. These were made by 
different persons, so there may not be more in the 
difference than can be accounted for by the 
personal factor. The case does not seem to be 
anything but secondary anaemia; there seems to be 
nothing in the nature of pernicious anaemia. You 
remember we thought it might be a septic case, 
but the blood has been found to be sterile. 
There is nothing objective in the man himself 
except that he hats murmurs in his heart and an 
enlarged spleen. Where there is considerable 
anaemia like this, with haemorrhages and an en¬ 
larged spleen extending over five years, you have 
but one thing left for diagnosis and that is an 


anaemia which is coincident with an enlarged 
spleen, and which is therefore called splenic 
anaemia. It has no definite blood characteristic of 
its own, but there is, occasionally, diminution of 
the white cells as in this case—leucopenia. But 
it is a well-known illness, and it is characterised by 
a very long course. Sometimes the subjects of it 
are not much out of health; sometimes they become 
very anaemic, the spleen enlarged almost to the 
size of a case of leucocythaemia, but the blood is 
quite different from that of leuco’cythaemia. There 
is no leucocytosis, but there are repeated hemor¬ 
rhages. We had a case in this ward in whom the 
condition was known to have been going on for 
thirteen years. He was a waiter. He knew- he 
was an interesting case, so he used to come into 
the hospital when he was out of a place, and when 
he obtained another situation out he went. He 
was very anaemic, but apparently it did not inter¬ 
fere with his general health. In his youth he had 
been described as a case of leucocythaemia because 
splenic anaemia was not then known as a disease. 
Obviously it was a mistake; there was no leucocy¬ 
thaemia about him. Some of these cases go on to 
cirrhosis of the liver, and some of them to great 
pigmentation. When they get very bad, to the 
extent of the repeated haemorrhages endangering 
their lives, there is a remedy which has been found 
to be successful in that disease only, and that is 
splenectomy. It is the only condition I know 
of in which removal of the spleen does good. 
This man has not had any haemorrhages since he 
came in. This is the rarest and least understood 
of all the anaemias. The anaemias which may be 
accompanied by an enlarged spleen are leukaemia, 
which is the commonest, splenic anaemia, Hodgkin’s 
disease. In the latter the subjects get lymphadeno- 
matous patches growing in the spleen, and it is in 
that form that you get the hard-bake spleen, and 
also enlarged glands, which this boy has not. In 
other countries there is the spleen of malaria, 
which does not come in here because he has not 
been out of the country, and it is very rare for 
perpetual residents in England to have it. 

Here is a new case just been admitted. His 
present illness began, he says, a month ago, when 
he had shortness of breath and dropsy of the 
ankles. When he was fourteen years of age he 
had rheumatism, but never had rheumatic fever or 
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applied anywhere for it to be treated. Until a 
month ago he has been in the habit of carrying 
heavy bales of paper. He says he is a little lighter 
in weight than usual. His phalanges are perhaps 
slightly broadened but there is not actual clubbing. 
The three features to look out for in bulbous 
fingers are, first of all, an enlargement of the soft 
part at the end, next, the enlargement of the nail 
in two directions, curved longitudinally and 
broadened out laterally. That condition is found 
in chronic heart disease and chronic lung disease. 
But I have seen such fingers occur spontaneously 
in a youngish man in whom nobody who examined 
him could find anything whatever the matter. 
Empyema will bring them on in a month, and in 
that case they get well again in as short a time. I 
can see the heart’s impulse in the second space 
down to the sixth rib, and three-quarters of an inch ! 
outside the nipple line. The apex beat is rather 
spread out. There is a small thrill, and if you 
want to get a good example of a thrill you should 
feel a cat purr. A thrill, you know, is the vibration 
produced by a column of blood going through the 
narrowed aperture into a larger pool—in reality an 
eddy—and it means valvular disease. His first 
sound is replaced by a systolic murmur, loudest at 
the apex. And lower down I think there is a little 
presystolic murmur, so that he has mitral stenosis 
as well as regurgitation. 

This patient, a girl, set. r6£ years, was admitted 
on the 19th with difficulty in breathing and palpita¬ 
tion on exertion. She was quite well until eight 
years of age, and then she had chorea, and was 
treated for it in this hospital for nineteen weeks. She 
then left, and remained well until she left school at 
fourteen years of age. Two years afterwards she 
had “ growing pains ” in all her joints, and a short 
time after the pains her heart was noticed to be 
beating faster on exertion, and since then it has 
become worse. Her father and mother are both 
alive and well. She has three sisters and three 
brothers. The youngest brother, aet. 11 years, suffers 
from “ growing pains.” No history of chorea in 
the family. She walked into the ward, and her 
temperature was 97 *8°F., pulse 108, respirations 28. 
She is a rather pale girl, of slightly dusky colour ; 
her conjunctivas are anaemic. The fauces and 
uvula are rather injected. Her chest is long and 
narrow but moves well and equally on both sides. 


There is a diffuse impulse all over the praecordium, 
and there is a presystolic thrill well felt in the 
region of the apex. Since you know that it corre¬ 
sponds to blood rushing through a narrow space 
into a bigger one, you can tell that there is obstruc¬ 
tion in the mitral orifice. You will, of course, 
expect to hear a presystolic murmur. The vocal 
vibrations are natural both back and front. The 
impulse is in the fifth space at the nipple line. 
The breath sounds are natural and no added 
sounds. At the apex there is a presystolic murmur 
followed by a short, sharp, snapping sound. You 
hear a rumbling noise which ends up with a sharp 
sound like the word “ root,” the “ t ” being the 
first sound. The characteristics of a mitral stenosis 
murmur are that it is localised, that it is heard 
loudest inside the apex, and that it is of a rough, 
! rumbling character. There is no systolic murmur. 
At the pulmonary base an accentuated second 
sound is heard. The aortic sounds are clear and 
natural. The pulse is regular, of small volume, 
low tension ; arteries not thickened. There is no 
enlargement of liver or spleen. The liver dulness 
commences in the fifth space. The appetite is 
good; there is no pain after food, and she is never 
sick. The bowels are regular as a rule; no 
clubbing of fingers or toes; knee-jerks present. 
Yesterday the patient expressed herself as being 
quite comfortable; no pain or distress in the chest. 
As there was some abdominal pain she was given 
four teaspoonfuls of castor oil, after which the 
bowels were opened three times. Of course one 
teaspoonful would have been equally effective for 
the purpose. She has passed two pints of urine ; 
is sleeping well. Temperature 97 0 F.; pulse 74. 
People with mitral stenosis are often ill-developed. 
They are rather different from other heart diseases, 
in that the history of the rheumatism is often 
absent. The prognosis is bad ; it is almost the 
most serious of all because it so quickly goes back 
on the lungs and on the venous system. 

This child, aet. 2 years and 10 months, was 
admitted into this ward, suffering from diarrhoea 
and vomiting. The mother said the patient was 
well until a month ago, when diarrhoea and vomit¬ 
ing began. She took the child to a doctor, who 
said it had diseased kidneys. Evidently he found 
some albumen in the urine. The diarrhoea and 
vomiting continued up to the time of admission. 
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There is no history of rash, or of anybody else in 
the house being ill; there is no history of sore 
throat. The mother says the patient was breast¬ 
fed up to 18 months old, since which the child 
has been having cow’s milk. It has not had scarlet 
fever, measles, or whooping-cough. There have 
been nine children, of whom six are alive, and the 
remaining five are quite well. The other three 
died of convulsion fits. The present child is thin, 
with pale mucous membranes, eyes bright, pupils 
equal, and they react to light. There are dilated 
veins over the forehead. One small gland is to be 
felt under the left inferior maxilla. Below the 
elbow there is a slight rash and peeling of skin. 
Vocal vibrations equal, apex beat felt in the third 
space. Breath sounds natural, vocal resonance 
weak. Pulmonary note impaired over lower half 
of left lung. The abdomen is distended, but there 
is no liver dulness on percussion. Liver margin 
not felt, spleen not felt. Legs cedematous below 
the knee, and skin peeling. It is very neces¬ 
sary to have some urine for diagnosis, so we will 
catheterise the patient. Evidently the doctor found 
some albumen in the urine or he would not have 
reported that the kidneys were diseased. You can 
see that there are flakes of skin coming off the 
soles of the feet. I should say it is scarlet fever. 

This patient is aged 9 years, and she came com¬ 
plaining of pain in the chest and limbs. Two 
years ago the patient enjoyed ordinary health. 
Towards the end of 1904 she had scarlet fever, and 
it was followed by rheumatic fever shortly after¬ 
wards. You must remember that scarlet fever is a 
definite cause or forerunner of rheumatism. She 
has been troubled ever since with pains in the 
chest and limbs. She was admitted into Great 
Ormond Street Children’s Hospital, where she 
remained for a month, during which the attack of 
rheumatism lasted. The pains and distress have 
been continuous during the last two years. The 
patient said she could not get her breath, and 
the mother propped her up, when she felt 
easier. To-day she is feeling no pain at all. The 
pains were only in the chest. She is one of thirteen 
children, of whom eleven are still living. The 
father and mother are alive and well. The eyes 
react to light, and the skin and complexion look 
healthy. Ears natural, tongue slightly furred, 
pupils good. Chest fairly well covered, but move¬ 
ments on respiration not very good. The front of 
the chest yields a good note on percussion. The 
chest is very prominent, especially on the left side, 
and the whole of the sternum is pushed forwards, 
that is to say, it is a more or less pigeon-breast— 
no doubt due to heart disease. At the back there 


is considerable dulness on both sides. At the back 
of the chest the breathing everywhere seems very 
| weak. The apex beat is very diffuse, and causes 
| considerable movement of the chest wall over a 
( large area. A thrill can be distinctly felt. But it 
I is a little different from an ordinary thrill, and feels 
I more like friction. The area of cardiac dulness is 
I larger than normal, and extends upwards over the 
! second and third interspace. Laterally it extends 
I beyond the middle line of the sternum. The 
1 heart sounds are rapid, and loudest at the apex. 
There is a loud murmur which is conducted out to 
the axilla. There is a definite systolic murmur— 
meaning* of course, mitral regurgitation. There is 
a diastolic sound a little above the apex beat, and 
I it becomes louder at a certain point, but is not 
j audible over the aortic base. You have always to 
! remember in any murmurs which you hear in the 
' heart that they need not necessarily be endocardial; 

they may be exocardial, and the latter would be 
j caused by pericarditis. She has had a very bad 
pain in her chest just recently, and I think prob¬ 
ably that extra sound you hear is pericardial, and 
! that she has mitral regurgitation besides. In 
diagnosing pericarditis, you first of all go upon 
the fact that there is a very loud sound, and very 
rough, and if you can hear anything of the nature 
of what can be called friction it cannot be endo¬ 
cardial. Dr. Priestley tells me that when the 
; child was admitted there was unmistakable fric¬ 
tion. Now the sound has altered somewhat. Next 
you go upon the history of pain. I told you before, 
when I felt this heart, that it did not seem to be 
like an ordinary thrill; it feels more like a to-and- 
I fro rub. Pericarditis results in the two layers of 
I the pericardium becoming adherent, and that is 
not a matter of indifference, as it would be in the 
I case of the pleura; the heart’s action will be ham¬ 
pered, and sometimes very serious symptoms result, 

■ because if it goes beyond a certain point it leads 
! to extension of inflammation, with fibrous tissue 
I round the base of the heart, squeezing the great 
vessels. And then there may be produced a con- 
i dition of failure of the heart due to adhesions 
round it. The old man in No. 4 bed downstairs 
j is the sort of condition which might be produced 
by chronic mediastinitis, but the diagnosis of that 
condition is generally a matter of guess-work. 

I Adhesion between the heart and the pericardium 
| will not necessarily hamper the heart, but there is 
usually extension of it, and the whole heart and its 
I structures are tied up, the great veins are squeezed, 

I fibrous adhesions form round the roots, and then 
obstruct them, and then follows venous engorge 
| ment. We cannot do anything for her heart at 
| present except let her remain at rest; we may, 

I perhaps, lessen the pericardial adhesions by putting 
on a blister, and we will do that—blisters about the 
size of a shilling, every day, in different places. 

July 8 th, 1907. 
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* SALIVARY CALCULI. 

Delivered at St. Bartholomew s Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 

Gentlemen, — I lecture to-day upon salivary 
calculi. I have chosen that subject because it may 
not form part of the systematic lectures in surgery, 
and also because it is very inadequately written 
upon in the books on surgery at my disposal, and 
therefore, probably, in your own text-books. Per¬ 
haps the reason is that salivary calculus is not a 
very common disease. I have not seen many cases 
in my life-time. Perhaps, also, it is because salivary 
calculus is not dangerous, or perhaps because it is 
not very painful. However, it is a disorder which 
causes the patient extreme discomfort, and salivary 
calculi are very easily overlooked, and it will not 
redound much to your credit if you overlook a 
salivary calculus which is afterwards found by 
somebody else. I am afraid salivary calculus is 
not a subject which can be of extreme interest to 
the egoist; it is not sufficiently abstruse or incom¬ 
prehensible. I have here some specimens of 
salivary calculi for you to look at. There is 
not much to be said about their physical char¬ 
acters. They are white, and rough, so that they 
are easily felt if a probe can be introduced into the 
duct or gland which contains them. Next, they are 
very hard, so that they can be easily felt in the 
ducts if you know how to feel for them. Curious 
statements are made concerning their size. There 
is a calculus in one of those bottles which looks to 
me one and a half inch long, and quite one and a 
half inch in circumference, and must have consider¬ 
able weight. It is stated in some book which I have 
read, that a calculus one and a half inch long was 
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removed from the sub-maxillary duct, and that the 
calculus was as broad as the little finger. Unfor¬ 
tunately, that does not convey very much to my 
mind, because I do not know how thick that gentle¬ 
man’s little finger was. Another calculus was said to 
have been as large as a pigeon’s egg. Well, it is so 
long since I kept pigeons that that does not convey 
much to my mind either. I mention this point to 
warn you, gentlemen, that we ought to be more 
scientific, and when we speak of the size of things 
we ought not to compare them to little fingers 
or pigeon’s eggs, but express them in terms of the 
foot rule or the metre. As regards the chemical 
composition of these calculi, it is said that they 
consist of phoshate and carbonate of lime, with 
magnesia, and perhaps with a certain amount of 
organic material. I merely mention that because the 
calculi which are found in another very large salivary 
gland other than the sub-maxillary or parotid have 
a similar composition. I refer to the calculi which 
are found in the pancreas. The origin of salivary 
calculi seems to be quite unknown. A great deal 
of loose language has been used in speaking of their 
origin. Even gout has been invoked. But I 
hardly think that gouty people are more likely to 
have salivary calculi than others, and, as a matter 
of fact, one of the patients of whom I shall presently 
speak to you was a little girl ten years old. I did 
not think she had acquired gout. Further, some 
other patients were strong and healthy young 
gentlemen, in whom there was no suspicion of 
gout. I suspect, myself, that salivary calculi may 
have some sort of bacterial origin. I do not know 
the composition of the tartar upon the teeth, but 
that undoubtedly has a bacterial origin and I sus¬ 
pect that the salivary calculi arise in much the same 
way. I mention this point because someone may 
desire to find some subject to write a thesis upon. 
Saliva is easy to obtain, and the ingenious might 
possibly precipitate some calculous material from 
it. There is one thing which I am inclined to 
think has something to do with the formation of 
salivary calculi, and that is the presence of a 
nucleus. There is in one of these bottles a 
calculus in section, and in the centre of this 
calculus there is a minute brown nucleus. And 
you will observe that there are concentric rings of 
this white phosphate and carbonate of lime round 
the little nucleus. From the history of that speci¬ 
men which is given in the museum catalogue 


I gather that the calculus took a good many years 
to form in the substance of the sub-maxillary 
gland. These salivary calculi are met with in the 
ducts of the sub-maxillary and of the parotid gland, 
and, it is said, in the duct of the sub-lingual gland, 
but I never myself met with calculi in the duct of 
the sub-lingual gland. It is also said that they are 
more frequent on the left side of the body. Three 
males, of whom I am about to speak, had their 
calculi in the left sub-maxillary duct. One female 
had her calculus in the right sub-maxillary duct and 
others in the fight sub-maxillary gland, whilst one 
female, a little girl, had her calculus in the left 
parotid duct. It is strange, but that lends some 
support to the idea which seems to prevail, that 
they are more common on the left side of the body 
than on the right. 

Now I propose to proceed to discuss the clinical 
effects which are brought about by the presence of 
such calculi as those we are looking at, first those 
in the sub-maxillary duct and afterwards those in 
the sub-maxillary gland. The patient will not 
come complaining that he has a calculus, but that 
he has discomfort in his neck beneath the jaw. 
And further, he is almost sure to say that he some¬ 
times has a swelling there. Perhaps he may have 
a swelling at the moment you see him, but more 
often he will come complaining of the pain and dis¬ 
comfort and an occasional swelling. I have had 
what I think is a unique opportunity of seeing the 
early stages of the swelling of which the patient 
complains, because I remember one day a gentle¬ 
man telling me that he thought he would have to 
come to see me because he had some discomfort 
in his neck, and that a swelling appeared there 
when he was eating. I happened to sit opposite to 
him at dinner shortly after that, and I actually saw 
that after he commenced his dinner a consider¬ 
able swelling appeared beneath the left side of 
the body of his jaw, in the region of the sub¬ 
maxillary gland. The floor of his mouth was 
examined, and then a small salivary calculus 
was felt slipping about in the left sub-maxillary 
duct. Calculus in the sub-maxillary duct is very 
easily overlooked and may nbt be felt at all unless 
you know how to feel. There is not a very good 
anatomical specimen here of the sub-maxillary 
gland and duct, but I think this one will suffice to 
show you the point to which I am about to refer. If 
you begin at the sub-maxillary gland itself, you wiH 
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see it lies in the sub-maxillary fossa, beneath the 
body of the lower jaw, and beneath the mylo-hyoid 
muscle. From its under and posterior edge its 
duct arises. That duct is of some size; I should 
guess that it is well over one-eighth of an inch in 
diameter. Its walls are thin and distensible. I 
think you will agree with me that the duct is 
decidedly bigger just at its origin at the sub-maxillary 
gland, where it looks as if it had a dilatation, very 
much like the pelvis of the ureter. After thus 
beginning, the sub-maxillary duct makes a sharp 
bend round the edge of the mylo-hyoid muscle to 
run along the floor of the mouth to end at the sub¬ 
lingual papilla. Salivary calculi are often met with 
just at the bend where the duct turns round the 
posterior edge of the mylo-hyoid muscle, and if 
you feel for these calculi by putting the finger 
into the floor of the mouth and pressing upon the 
duct, they slip down into that dilatation of the sub¬ 
maxillary duct, and you fail to feel them. Or 
they may actually slip down into the sub-maxillary 
gland itself, and so elude your sense of touch. 
Therefore it is clear from what I have said that 
you have to feel with proper precautions. I do 
not know whether thefe is anybody here who 
remembers my explaining how to feel for carcinoma¬ 
tous enlargement of the glands in the floor of the 
mouth in a case of cancer of the tongue. I advised 
you, if you were going to feel the floor of the mouth, 
to place the patient in a chair facing you. Next 
insert a gag, if one be necessary, to prevent the 
patient from biting your fingers ; and finally, put 
one finger outside the floor of the mouth and 
another inside. You may not feel a calculus at 
once, but by pressing the fingers together you will 
find the calculus slipping about. 

So much for the symptoms of which the patient 
complains, and so much for that which you may be 
able to feel. But if the patient has had a salivary 
calculus for any length of time in the sub-maxillary 
duct it will cause inflammatory changes to take 
place, so that when you look at the sublingual 
papilla through which the mouth of the duct opens, 
you will see it swollen, perhaps red. Next, the 
sub-maxillary duct runs in the floor of the mouth 
beneath a ridge of mucous membrane, and you 
may see that mucous membrane a little swollen 
and perhaps red and cedematous. Sometimes the 
inflammation in the floor of the mouth is so con¬ 
siderable as to have spread to the side of the 


j tongue. All these things would make you very 
I suspicious, and lead you to investigate properly 
with your fingers. I have been describing a case 
in which the little calculus was slipping about in 
the sub-maxillary duct, close to the posterior edge 
of the mylo-hyoid. Now I am going to tell you of 
j another in which a calculus three quarters of an 
j inch long and half an inch in diameter, was stuck 
! in the anterior end of the sub-maxillary duct, just 
| beneath the sub-lingual papilla. Now observe how 
, a case of that sort may deceive. It was sent to 
me because the patient was supposed to have an 
epitheliomatous ulcer growing in the floor of the 
mouth, and surely it was very like one. There 
was the ulcer, there was the surrounding inflam¬ 
mation, and there underneath the jaw was a lump 
which would very reasonably correspond to the 
i carcinomatous glands which would be enlarged in 
association with an epitheliomatous ulcer in the 
1 floor of the mouth. There were one or tvvo points 
I about the case which led me to suspect that it was 
not really epithelioma. There was a history of a 
1 very long period of discomfort in the floor of the 
mouth. Next, the lump was vivid red, and looked 
to my eyes like an inflammatory lump. And the 
ulcer was small and seemed accurately located to 
the opening of the sub-maxillary duct. When a 
probe was passed into the floor of the ulcer a cal¬ 
culus was felt. This made the case perfectly clear. 
The glands under the jaw were large and slightly 
tender, and there was inflammation of the sub- 
! maxillary gland itself. 

Now I wish to tell you of a false step which I 
; took in this particular instance. I will tell you it 
now, before I forget to. The patient was exceed- 
I ingly anxious not to have a general anaesthetic, and 
that I should endeavour to remove the calculus 
under cocaine anaesthesia, and with the clear 
understanding that I might fail the attempt was 
made. As soon as I cut into this inflamed mass 
to try to extract the calculus, the mouth became full 
j of blood, and as soon as he was aware of this bleed¬ 
ing he became alarmed and shut his mouth. So 
that attempt was a fiasco. In the end a general 
anaesthetic was given and the calculus was ex¬ 
tracted. 

Here is a case which illustrates another point. 
It should warn you not to be too positive as to the 
j curative effects of operations. A gentleman came 
| with the usual history of salivary calculus, and one 
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was found slipping about in the left sub-maxillary 
duct. It was removed, and one would have 
thought that would have been the end of the case. 
However, two years afterwards he came back with 
two calculi slipping about in the same duct and I 
endeavoured to extract them. After he had been 
under the anaesthetic from half to three-quarters of 
an hour, and after I had, with infinite trouble, 
tried to open the sub-maxillary duct and get these 
calculi to slip out, I was conscious that they had 
disappeared, and I could not find them any more. 
I do not know where they are to this day. Obviously 
one operation may not be curative, and if calculi 
are there, even a person who has taken every 
possible precaution and does not minimise the 
matter, may fail to extract the calculus and have it 
in his possession to show the patient. I have often 
wondered what happened to those calculi. And I 
can tell you something else which is of interest, 
because the calculi may arise not in the duct itself 
but in the gland itself, and it is within the range of 
possibility that calculi which slip out of your ken 
have actually disappeared into the gland whence 
they came. For example, here is a specimen of a 
calculus situated inside the duct just at its origin 
from the gland. Some time ago I saw a young 
woman who had in the neck a great enlargement of 
the sub-maxillary gland. The usual question, “ Is 
this a cancer or a gland?” at once arose. It cer¬ 
tainly felt exceedingly hard, and it also seemed 
exceedingly suspicious. However, on examination 
a salivary calculus was felt in her sub-maxillary duct 
in the usual place, close to the posterior edge of the 
mylo-hyoid muscle. The gland felt so intensely 
hard, and it was so unlikely that it would ever 
return to its proper size, that I made up my mind 
that the best policy to pursue was the removal of 
the sub-maxillary gland. Therefore I removed that 
gland and the calculus. When we came to cut 
into the sub-maxillary gland itself we found that it 
contained a great many small calculi; it was full of 
grit. So I have very good reason for saying that in 
some of the cases salivary calculi arise in the sub¬ 
stance of the gland. Acting upon this knowledge 
I advised the gentleman whose two calculi I failed 
to produce that if he suffered from pain or incon¬ 
venience from his calculi he should have that sub¬ 
maxillary gland removed. Of course, that would 
finally and completely cure him. 

I am now going to speak of the method of re¬ 


moving these sub-maxillary calculi. I am sure I 
have disabused your minds of the idea that I think 
it is an easy operation. The patient must have a 
general anaesthetic for this purpose, and ought to 
be very carefully prepared. As regards the position 
of the patient during anaesthesia, I have found that 
it is easiest to proceed with the patient sitting up 
in a chair, and the operator has one finger outside 
the mouth and another inside, so as to have better 
command and control. Next, it is exceedingly 
important to have an efficient gag on the opposite 
side, and an assistant to pull out the tongue. I 
generally put a temporary silk suture through the 
tongue so that the tongue can be well pulled out 
during the operation. If you have the gag 
thoroughly well placed and the tongue well under 
command, you proceed to cut down on the calculus 
in the floor of the mouth and get it to slip out of 
the duct. It is most difficult to fix the calculus. 
It is no use pushing down—the calculus slips away 
into the dilated part of the duct. I have found 
that by getting the assistant to push with his 
thumb underneath the angle of the jaw, so as to 
push the sub-maxillary gland and duct up and fix 
the floor of the mouth, I have been able to steady 
the calculus itself against the body of the lower 
jaw, and then a cut has been made in the duct and 
the calculus has slipped out. I have already told 
you of a case in which the attempt failed. After 
the operation a little gauze packing is placed in 
the cut in the floor of the mouth. The patient 
suffers very little inconvenience and is soon well. 
Should it be desirable to remove the sub-maxillary 
gland, that could hardly be classed among the 
difficult operations of surgery. If you will glance 
at this anatomical specimen you will agree with me 
that a semilunar incision through the skin, platysma, 
and deep fascia of the neck, division of the facial 
vein and facial artery and sub-maxillary duct, will 
speedily enable you to extract that gland from the 
human body. 

Before I cease speaking of calculi in the sub¬ 
maxillary duct, I want to say a word about the 
clinical effects which are produced by calculus in 
the duct or in the gland. Those produced by 
calculus in the duct or in the gland are produced 
in exactly the same manner as by the presence of a 
foreign body there. I remember a farmer coming 
up from Gloucestershire with an enlargement of his 
right sub-maxillary gland. The gland was very 
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large, and it felt very hard and was tender. The 
usual question arose : had he a cancer growing in 
his sub-maxillary gland ? On looking inside the 
floor of the mouth one observed that the sub¬ 
lingual papilla on the same side was very red and 
swollen, and also the ridge of mucous membrane 
along the sub-maxillary duct, and it was also stated 
that the swelling was not always the same size— 
it seemed to get larger when he ate. He said he 
was going about his farm with some oats in his 
mouth, and he asked me if it was possible that 
an oat could have got into his sub-maxillary duct. 
I made the usual remark, that it was possible but 
highly improbable. However, I received a letter 
about six months afterwards in which it was stated 
that an oat had actually come out of his sub¬ 
maxillary duct. You can take these various state¬ 
ments for what you think they are worth ; I can 
only tell you what I saw, and I do not think a man, 
such as he was, could have had any reason for 
pretending that he had an oat in his sub-maxillary 
duct. 

Before I cease I propose to tell you about a 
case of calculus in the duct of the parotid gland. 
I wish to disabuse your minds of the impression 
that the diagnosis of these calculi is at all easy, and 
you will have to exercise considerable care and 
some skill if you are going to find them at all. A 
little girl, set. io years, came to the out-patient 
department with a swelling of her left parotid 
region. There was no question that she had a 
swelling there, because it could be seen, but none 
could be felt. Various curious things were said 
about that swelling. It was said that it varied in 
size; that it became a little bigger when she 
stooped down; and that pressure made it dis¬ 
appear. Altogether, it was very odd and curious. 
The child was under observation for many months. 
She was shown at consultations, and the most 
diverse opinions were given upon the nature of the 
swelling. On the whole, most thought it was a 
cystic hygroma. Certainly the clinical symptoms 
made it more likely to be that than anything else. 
Various operations were suggested, but I was averse 
to making a cut upon the face of a little girl ten 
years of age to cure a cyst, the existence of which I 
was not absolutely certain about. I did not think it 
fair to do a speculative or exploratory operation 
under such conditions, and it was perfectly clear 
that this swelling, whatever it might be, was not 
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growing rapidly and was not endangering the child’s 
life. After this girl had been to consultations she 
went back to the ward, and then the dresser made 
a discovery. He wrote down that he felt a calculus 
slipping about in the parotid duct. That was the 
truth. She had been examined over and over again 
by surgeons and assistant surgeons, and by the 
house-surgeon, but none of them could feel this 
calculus, and then at last the dresser discovered it. 
I suppose the explanation of that was very much 
the same as the explanation of the difficulty of feel¬ 
ing these calculi in the sub-maxillary duct: it slipped 
back into some dilatation in Stenson’s duct, or even 
into the parotid gland itself, where it could not be 
felt. The removal of this small parotid calculus 
had then to be undertaken. It never occurred to 
me that I had before me an easy task. The child 
was anaesthetised, and the gag adjusted, and then 
one began to feel for the calculus in Stenson’s duct. 
For a long time it could not be felt at all. At last, 
by squeezing the parotid gland rather hard, it was 
felt to slip forward. Then it disappeared again, 
and at last, after a great deal of manoeuvring and 
trouble, it was fixed in the parotid duct. Acting 
upon the little piece of knowledge which I had 
acquired by my attempts to remove calculi from 
the sub-maxillary duct, I tried to fix it against 
something, and I found that I fixed it against the 
coronoid process of the lower jaw. When it was 
fixed there I managed, with a curved knife, to cut 
down upon it, and it slid, almost by chance, into 
the mouth. After the removal of the calculus the 
swelling got well. 

July 15/A, 1907. 


We have received from the Great Western Railway 
Co. their time tables for July, August and September. 
These contain information of the improved and 
augmented service to the West of England. On 
Sundays a new express train, commencing next 
Sunday afternoon, will leave Paddington at quarter 
to three and run straight through to Exeter in 
three hours without a stop, reaching Plymouth at 
seven. This addition to the service is only an 
indication of the progressive methods of this 
company, and the subject is of interest to the in¬ 
creasing number of medical men who are now 
advising their patients to visit the health resorts in 
the West of England. 
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A CLINICAL LECTURE 

ON 

MALIGNANT DISEASE OF THE 
MEDIASTINUM. 

Delivered at University College Hospital. 

By CHARLES BOLTON, M.D., 

Assistant Physician to University College Hospital and 
to the North-Eastern Hospital. 


Gentlemen,— Having recently had under my care 
in the hospital a case of malignant disease of the 
mediastinum presenting some special features, I 
thought it would be instructive to make this the 
basis of a clinical lecture. I will first give the 
clinical history of the case and show you the 
pathological specimens, and afterwards give a short 
resumi of some of the chief clinical features of 
malignant disease of the mediastinum in general. 

Clinical history .—The patient was a male, aet. 
46 years, a labourer by occupation. He was 
admitted with bad dyspnoea and died four days 
later. He had had pneumonia and pleurisy twelve 
months earlier and since this had suffered from 
dyspnoea and cough; for the past three months he 
had been troubled with bronchitis, his dyspnoea 
and cough became worse, and he had had some 
pain in the chest and expectoration. 

He had had no other previous illness and there 
was no family history of chest disease. On admis¬ 
sion the most pronounced symptom was dyspnoea, 
which practically amounted to orthopnoea. He 
had some slight cyanosis and the venules on the 
face were distended. The right external jugular 
vein was distended but did not pulsate nor fill from 
below. There was oedema over the sacrum and 
also of the feet. The chest generally showed a 
moderate degree of emphysema, and on the left 
side a few scattered rhonchi could be heard but 
nothing else abnormal. The movement of the 
chest was diminished at the right base. Vocal 
fremitus and also the breath sounds were absent at 
the right base behind. No friction could be heard 
but a few rhonchi over the upper part of the right 
side were audible. The position of the cardiac 
impulse could not be made out, but to percussion 
the heart appeared to be of normal size. Its sounds 


were normal. Systolic friction was plainly audible 
between the ensiform cartilage and the nipple line. 

Pulse 120, weak and somewhat irregular. Res¬ 
pirations 40. Temperature subnormal. The urine 
contained a cloud of albumen. On the following 
day the right side of the chest was aspirated and 
three ounces of blood-stained serum withdrawn. 
The patient died suddenly from heart failure on the 
fourth day after admission. 

Post-mortem examination .—A lympho sarcoma 
was found in the posterior mediastinum involving 
also the middle mediastinum. The growth extended 
from the diaphragm to the superior mediastinum, 
the heart being slightly displaced forwards. You 
will see from the specimen on the table that the 
tumour has grown round the bronchi, the pul¬ 
monary artery and veins, and the aorta. The 
superior vena cava is likewise surrounded and has 
also been invaded by the tumour. A piece of 
growth the size of a walnut is, as you see, projecting 
into the lumen of the superior vena cava just above 
the auricle. 

The auricles of the heart have been compressed 
and their walls involved, several nodules being seen 
projecting into their cavities. 

The growth has also extended along the right 
bronchus into the lung, the lower lobe of which it 
has invaded. The upper and middle lobes are 
cedematous and congested. The left lung is con¬ 
gested and there is a little general emphysema. I 
should like to draw your attention to the fact that 
the various tubes are not actually narrowed 
although distinctly flattened in some cases. The 
left pleura was universally adherent and the right 
one partially so. As you see there is recent lymph 
on both layers of the pericardium, and at the 
autopsy eight ounces of blood-stained fluid were 
found in that sac. There is no alteration in the 
size of the heart itself and no clotting of blood is 
to be seen in the heart or veins. Secondary 
growths were found in the right supra-renal body 
and in some of the retro-peritoneal glands. The 
liver, spleen and kidneys showed the usual signs 
of passive engorgement. 

Let me first draw your attention to one or two 
important points in this case. The disease was 
latent, the only symptom at the time being dyspnoea. 
This point is easily explained by the fact that the 
growth has grown in the direction of least resis¬ 
tance and entwined itself between the various 
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tubes without actually compressing them. This, 
as we shall presently see, is a characteristic feature 
of lympho-sarcoma, and cases have been described 
of massive tumours producing no symptoms what¬ 
ever. Of all symptoms of growth in the posterior 
mediastinum dyspnoea, which was marked in this 
case, is the earliest and the most important. (Edema 
and passive congestion of the viscera have un¬ 
doubtedly been caused by interference with the 
diastolic filling of the heart resulting from compres¬ 
sion of the auricles. Invasion of the superior 
vena cava by the growth is quite an exceptional 
feature and very few cases have hitherto been 
described. 

Lastly, acute pericarditis and pleurisy are prone 
to occur as a secondary infection in lympho-sarcoma, 
and when effusion occurs the fluid is usually blood¬ 
stained, as in this case. 

Varieties of malignant disease found in the medias¬ 
tinum. —By far the commonest primary growth in 
the mediastinum is lympho-sarcoma, which has its 
origin either in the lymph glands of that space or 
the thymus. 

Round-celled or spindle-celled sarcoma may arise 
in the periosteum of bones, especially the sternum, 
otherwise it extends into the mediastinum from the 
sub-pleural connective tissue. Endothelioma is 
very uncommon and probably always originates by 
extension from the pleura. It has been supposed | 
to arise in the thoracic duct, but this, as far as I can ] 
make out, is most exceptional and probably alto- j 
gether hypothetical. 

Primary cancer of the mediastinum is uncommon. 

It is of two varieties: (1) glandular cancer arising 
in the mucous glands of the bronchial mucous 
membrane, and (2) epithelioma arising from the 
mucous membrane of the oesophagus. 

Secondary sarcoma is of the round- or spindle- 
celled variety. As a metastatic growth it is very 
unusual—in fact, it may be stated that if a large 
secondary growth of sarcoma occurs in the medias¬ 
tinum it has extended from the pleura and lung. 
Secondary cancer is commoner than sarcoma as a 
metastasis but it rarely forms a tumour large enough 
to be clinically important. Cancer may also extend 
into the mediastinum from the lung or other part, 
as, for instance, the breast. 

Age and sex. —Sarcoma of the mediastinum may | 
occur in children, but the vast majority of cases 
occur between the ages of 20 and 30 years. Cancer, 


on the other hand, is very rare before middle life. 
Males are affected more commonly than females. 

Pathological features : Lympho-sarcoma. —This 
growth moulds itself around the mediastinal struc¬ 
tures and embeds them in its substance. It can 
usually be cleanly dissected off arteries, veins, and 
nerves. It more commonly invades a bronchus 
than any other tubular structure, although occa¬ 
sionally, as in the present case, it may invade the 
superior vena cava. The mediastinal structures 
therefore are usually compressed and very rarely 
infiltrated. It is the exception for bone to be 
eroded. Large tumours may therefore be formed 
without any very characteristic pressure symptoms. 

A sub-pleural sarcoma may crush the organs 
aside in its growth like a benign tumour, but this 
does not happen in the case of lympho-sarcoma, 
which tends to grow in the direction of least 
resistance. Cachexia is commonly absent and 
metastatic deposits are very prone to occur. Acute 
pericarditis and pleural effusion are common com¬ 
plications. 

Cancer .—Whether beginning in the bronchial 
mucous membrane or the mucous membrane of 
the oesophagus, or as a secondary growth, it does 
not form such large tumours as sarcoma, and it 
differs in a much more important respect, viz that 
it tends to infiltrate everything which stands in its 
way, ulcerating, and breaking down with great 
rapidity. 

Clinical types. —I shall follow the usual, and in 
my opinion the most useful, classification of the 
clinical types of malignant disease. This classi¬ 
fication is an imitation of that used in the case of 
aneurysm. 

(1) The growth may originate in the anterior 
mediastinum, and be chiefly limited to this 
region. This is known as the “growth of phy¬ 
sical signs.” 

(2) The growth may originate in the posterior 
and involve the middle mediastinum. This is 
called the “growth of symptoms.” 

(3) It may extend from the pleura and the 
lung, in which case both physical signs and 
symptoms are present. 

(1) Anterior mediastinum. —The primary growth 
in this region is a sarcoma, which may have one of 
three points of origin, viz. (a) thymus, (h) lymph 
glands, (c) periosteum of sternum. Otherwise it 
is an extension of growth in the neighbourhood. 
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It tends to extend in one of three directions : 

(a) It may push the sternum forwards causing a 
local bulging, but very rarely does it erode this bone. 

(b) It may grow upwards, surrounding the great j 
vessels, but only comparatively rarely can it be 
felt as a mass in the supra-sternal fossa. Secondary 
nodules may commonly be felt in the cervical 
glands. 

(c) It may extend more or less backwards into 

the middle mediastinum. 1 

The commonest structures involved are the 
superior vena cava and innominate veins. But 
as I have already remarked infiltration and growth \ 
into the vein is very rare. Complete occlusion 
of the vein- may be due to («) pressure, (/ 3 ) throm¬ 
bosis, (y) growth into the lumen of the vein. | 

. The inferior laryngeal and sympathetic nerves j 
may be involved. Pressure upon the arteries is j 
very rare, but unequal pulses have been noted in | 
some cases. The heart itself may be displaced, | 
thus giving rise to a physical sign of no little ; 
importance. I 

I will next give a brief outline of the physical | 
signs and symptoms of this disease, and then | 
discuss the diagnosis. 

Physical signs. —These are marked in proportion ! 
to the size of the tumour, but cases have been 
described of an anterior mediastinal tumour giving 
rise to no signs whatever. The three most impor¬ 
tant signs are (a) local bulging, ( b ) pulsation, (c) 
dulness on percussion. The pulsation is not particu- i 
larly marked. It is not expansile and no diastolic 
shock can be felt. The dulness, which is accom¬ 
panied by increased resistance on percussion, is to 
be noted over the upper region of the chest over 
the sternum, extending more or less outwards on 
either side, depending upon the area involved and 
extent of the growth. The breath-sounds over the * 
upper part of the chest may have a tubular quality, ! 
the heart-sounds may be obscured, and if a systolic j 
murmur is present it is due to compression of * 
either the aorta or the pulmonary artery. If peri- | 
carditis has occurred pericardial friction will, of i 
course, be heard. As recently shown by my ex- j 
periments, no local change is produced in the cir- 
dilation until the superior vena cava is narrowed I 
to three-fifths of its original diameter. When the | 
superior vena cava is thus markedly obstructed or 
completely obliterated anastomoses are established I 
in four ways: (i) Internal mammary, (2) azygos, \ 


(3) comes nervi phrenici, (4) tortuous subcutaneous 
veins on the front of the chest. The latter anasto¬ 
mosis is the most important clinically, because it 
affords valuable evidence of occlusion of the 
superior vena cava. These enlarged subcutaneous 
veins extend down the front of the chest from the 
clavicle to the lower part of the abdomen, either 
as a single chain or a double chain. The lateral 
thoracic veins may also be distended, and likewise 
the veins of the neck and arms. These subcuta¬ 
neous veins communicate with the internal mam¬ 
mary by branches passing through the intercostal 
spaces, and also with the superficial and deep epi¬ 
gastric veins. The current of blood flows from 
above downwards, as is readily demonstrated by 
emptying the veins with the finger. This varicosity 
may completely disappear and not be visible after 
death. Moreover, complete compensation may be 
established without any dilation of the subcuta¬ 
neous veins whatever. 

Symptoms. —The symptoms of obstruction of the 
superior vena cava vary considerably in the order 
of onset. They may come on quite suddenly. 
They are usually bilateral, but when an innominate 
vein is involved may be unilateral. The most 
important of such symptoms are as follows : 

(Edema may come on quite suddenly and 
disappear again. It may occur in one arm or in 
both arms, or in the neck, the patient complaining 
that he is unable to button his collar; or in the 
face, swelling of the eyelids being first noticed. 
Cyanosis is common and may be unilateral. 
Haemorrhages may occur, especially epistaxis, 
and exophthalmos and clubbing of the fingers 
are occasionally observed. 

If the tumour fias involved the recurrent laryn¬ 
geal or sympathetic nerves , hoarseness and aphonia, 
or unequal pupils and palpebral fissures will, of 
course, be noticed. 

Pain. —This may be present and severe, but 
very often it is absent. When present it is deep- 
seated and post-sternal, or occasionally paroxysmal 
and radiating pains due to pressure on the inter¬ 
costal nerves may occur. Dyspnoea is present if 
the tumour is very large or if it extends posteriorly, 
but it is much less important as a symptom of 
tumour of the anterior mediastinum than of tumour 
of the posterior mediastinum. 

Cachexia is rare. The temperature may be sub¬ 
normal. 
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Secondary growths may be observed in other | 
parts of the body. | 

Diagnosis. — This is to be made from: (a) 
aneurysm, (b) other varieties of tumour, (c) peri¬ 
cardial effusion, (d) certain conditions causing | 
obstruction of the superior vena cava not included 
in the above list. | 

(a) Aneurysm. — Pain is more common in ( 
aneurysm, and it has the characteristic distribu¬ 
tion of reflected pain due to disease of the aorta. 
Characteristic anginal attacks may occur. Bone is 
more commonly eroded by an aneurysm, and this, 
of course, gives rise to its special variety of pain. 
The expansile and more decided pulsation of an 
aneurysm should be easily distinguished from that 
due to growth. Diastolic shock is absent in growth 
and the dulness is less regular in outline in the 
latter than in aneurysm. The presence of a systolic 
murmur and accentuation of the aortic second 
sound are in favour of aneurysm as is also the 
presence of general arterial degeneration. Venous 
occlusion is not so early a symptom in aneurysm 
nor is it so frequent. Pericarditis and pleural 
effusion are much commoner in tumour than ; 
in aneurysm. The age of the patient is also of 
value as growth occurs in younger subjects. 

(b) Other tumours .—The diagnosis may be im¬ 
possible. However, there are one or two points 
which may be of value. In the case of a benign 
growth the pressure effects are liable to be more 
localised than in that of a malignant growth, this 
being accounted for by the fact that the latter is a 
more extensive growth. Single pressure effects are j 
likewise more common. The duration of the dis¬ 
ease is likely to be longer, but no more definite 
rules for diagnosis can be laid down. 

A tuberculous mass in this region has been mis¬ 
taken for malignant growth, and the likeness 
between the two is enhanced by the fact that both 
may be associated with enlarged glands in the 
neck. 

A gumma of the sternum or an enlarged thymus \ 
may likewise, by the dulness to which they give 
rise, be mistaken for a new growth. Of benign ! 
growths in this region the most important is a | 
fibroma , which may occur in rheumatic subjects 
and be associated with rheumatic nodules and I 
rheumatic endocarditis. 1 

(c) Pericardial effusion, especially if it is giving 
rise to symptoms of pressure, by involving the I 


trachea, oesophagus, or recurrent laryngeal nerve, 
may give rise to difficulty in diagnosis. But such 
cases must be very rare. The position and outline 
of the dulness, the position and character of the 
cardiac impulse, and the effects of change of 
posture should be sufficient to establish the 
diagnosis. 

(d) Whenever signs or symptoms of obstruction 
of the superior vena cava are present, mediastinal 
tumour has to be excluded. There are many 
conditions which give rise to such obstruction as 
an isolated phenomenon. Such conditions are : 

(a) Thrombosis of the superior vena cava .—This 
may be marantic and occur in acute or chronic 
endocarditis. It may be the result of phlebitis 
such as occurs very rarely in typhoid fever or in 
inflammation about the right auricle and peri¬ 
cardium, or the thrombus may be propagated 
from the periphery. Such a condition as the latter 
should be easily recognised. 

( 0 ) Tuberculous endo-phlebitis, usually associated 
with pulmonary tuberculosis. 

(y) Chronic mediastinitis, leading, by compres¬ 
sion, or possibly by thrombosis in some cases, to 
obliteration of the vein. This mediastinitis may 
have one of four origins : (1) Simple inflammation, 
such as is associated with adherent pericardium or 
inflammation of lymphatic glands. (2) Syphilitic 
mediastinitis. In this condition scar tissue occurs 
around the syphilitic glands or is associated with 
syphilitic ulceration of the right bronchus. (3) 
Tuberculous mediastinitis, which may be associated 
with tuberculous glands or tuberculous caries of the 
spine, or which may consist of matting around the 
right bronchus. (4) Mediastinitis, resulting from 
peri-aortitis, which sometimes arises in connection 
with rheumatism and arterio-sclerosis. 

All these conditions must be diagnosed by the 
history, the length and course of the disease, the 
isolation of the phenomenon (which sometimes is 
associated with obstruction of the right bronchus), 
or by any associated conditions which happen to 
be present. 

(2) Posterior and middle mediastinum .—Primary 
growth in this situation may be either lympho¬ 
sarcoma or cancer. 

(a) Lympho-sarcoma originates in the tracheal 
or bronchial glands. 

( 0 ) Cancer originates in the mucous membrane 
of the oesophagus or bronchus. 
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(V) Otherwise the growth is an extension of 
cancer or sarcoma. The direction of growth is 
usually forwards. Very rarely does it cause a 
local bulging behind with corresponding dulness. 

Bone is very rarely eroded, and in extremely 
rare cases the spinal cord and membranes have 
been involved giving rise to compression para¬ 
plegia. A very small tumour may cause very 
marked symptoms, or all definite pressure sym¬ 
ptoms may be absent as in the case under con¬ 
sideration. 

Symptoms . — The most marked symptom of 
lympho-sarcoma is dyspnoea , which may amount to 
orthopncea. This is usually a very early symptom 
and is due to implication of three classes of 
structures: (i) lung and pleura, (2) trachea and 
bronchi, (3) respiratory nerves. 

(1) Lung and pleura .—Dyspnoea due to involve-, 
ment of the lung is proportional to the extent of 
the disease. The lung is usually invaded by 
direct extension along the root. Secondary effects 
in the lung are also liable to occur, such as 
congestion and oedema or emphysema of the 
opposite lung. Secondary infection may occur, 
especially in the case of cancer of the bronchus, 
and this will give rise to abscess, purulent infiltra¬ 
tion or gangrene of the lung, broncho-pneumonia 
or pneumonia. All these conditions will cause 
their appropriate physical signs with* cough and 
expectoration. The expectoration very rarely 
contains pieces of growth ; it may contain blood of 
the prune-juice or red-currant jelly variety or even 
a large haemorrhage may occur. Pleurisy with 
effusion may arise but empyema is very rare. 
Passive effusion may be due to venous obstruction 
or secondary implication of the pleural membrane. 
The fluid is commonly blood-stained. 

(2) Air passages. —The dyspnoea due to involve¬ 
ment of the air passages is very prominent. It 
may be inspiratory and laboured and be accom¬ 
panied by stridor together with recession of the 
chest wall. A stridulous wheezy or irritable cough 
may be present at the same time. The bronchial 
tubes may be simply narrowed but at the same 
time they are very liable indeed to be invaded 
both by lympho-sarcoma and cancer. The normal 
bronchial tissue may completely disappear, leaving 
a small channel passing from the tumour. Bron¬ 
chiectasis may result and unilateral bronchitis is 
common. If the bronchus is obstructed or 


markedly compressed, collapse of the lung will 
follow 7 ; slight pressure on the trachea has been 
found associated with emphysema. Each of these 
secondary effects will give rise to its appropriate 
physical signs. 

(3) Nerves .—The dyspnoea resulting from involve¬ 
ment of the vagus or its branches is of the paro¬ 
xysmal variety. This is analogous to spasmodic 
asthma. By irritation of the vagus a narrowing of 
the finer bronchial tubes is caused, and this gives 
rise to paroxysms of dyspnoea, often of the expira¬ 
tory type, together with cyanosis. Paroxysmal 
cough may likewise occur. The dyspnoea due to 
involvement of the recurrent nerve is dependent 
upon spasm of the glottis. It is a paroxysmal 
inspiratory dyspnoea, commonly accompanied by 
stridor. Paralysis of the glottis, leading to aphonia, 
hoarseness, or some other abnormality in the 
voice, occurs when the recurrent laryngeal nerve is 
paralysed. The phrenic is very rarely, if ever, 
affected. 

I have already mentioned that cancer, beginning 
in the root of the lung in the mucous membrane of 
the bronchus, does not attain such a large size as 
lympho-sarcoma, and I may here mention that it is 
very liable to run a course similar to pulmonary 
tuberculosis, the signs being chiefly in the lung. 

Involvement of the circulatory apparatus is mani¬ 
fested chiefly by the effects upon the heart, as seen 
upon examination of the pathological specimen on 
the table. Obstruction of the superior vena cava 
is not so important as w r hen the anterior medias¬ 
tinum is the region involved. Pressure upon the 
aorta or its branches may occur, but this is not 
common. Cancer has been known to erode the 
aorta and cause fatal haemorrhage, and gangrene of 
the legs has been described as a result of pressure 
upon the descending aorta, but such conditions are 
exceptionally rare. Inequality of the pulses may 
be produced by pressure upon the branches of the 
aorta, and this inequality may disappear as the 
pressure becomes equalised. 

Implication of the inferior vena cava is the rarest 
event. It is conceivable that ascites may be thus 
produced. Affection of the heart, therefore, is the 
most important. The base of the heart may be 
infiltrated by growth, the auricles being invaded, 
and nodular growths may project into their cavities. 
The auricles may be compressed as in the present 
case, such compression leading to interference with 
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the entrance of blood into the heart and to the pro- ! 
duction of oedema and visceral congestion. The 
pericardium may be invaded by the growth, and i 
pericarditis is very prone to occur as a secondary 
infection. The heart may be displaced to either 
side, thus simulating a displacement due to fluid j 
in the pleura, or it may be displaced downwards or 
pushed forwards. Pathological dilatation of the 
right ventricle may occur as a result of implication 
of the pulmonary artery by compression, thrombosis, 
or invasion by the growth. | 

The (esophagus is by no means so commonly 
obstructed as are the air passages. Perforation and 
haematemesis are very exceptional. It is however 
a more common and permanent symptom than in 
aneurysm and may for a long time be the only ; 
symptom. I may here mention that primary can- | 
cer of the oesophagus commonly gives rise to no 
symptoms except those due to the obstruction. 
The trachea or left bronchus may be involved in 
primary cancer of the oesophagus as may also the 
recurrent laryngeal nerve. This combination of ! 
pressure effects is highly characteristic of primary | 
cancer of the mediastinum originating in the j 
mucous membrane of the oesophagus. 

Obstruction of the thoracic duct is said to give rise I 
to a special type of case in which sudden wasting I 
occurs as a prominent symptom. Such a condition 
is extremely rare. 

Involvement of the sympathetic gives rise to vaso¬ 
motor and pupillary changes, involvement of the 
brachial plexus to impaired sensation with wasting 
and paralysis in the arm. j 

Pain is deep-seated when it occurs (which is by 
no means always), and radiating neuralgic pains 
are rare. There are two points which may be 
useful in diagnosis: 

(1) Fever is much commoner in growths in this i 

situation than in those affecting the anterior medias- j 
tinum. This is due to the fact that involvement of i 
the respiratory apparatus is commoner, as is also j 
ulceration of the growth. I 

(2) Cachexia is commoner in this situation than 
in the anterior mediastinum. One would naturally 
expect this to be the case, since cancer is included 
amongst growths in the posterior mediastinum and ! 
ulcerative conditions of the lung are more common. 

The diagnosis has to be made from (1) aneurysm, 
(2) benign growths, (3) some pleural conditions, 
and lung conditions. I 
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(1) Aneurysm. Tracheal tugging as a rule indi¬ 
cates aneurysm. Pain is much more characteristic 
of aneurysm than of growth and of course reflected 
pain is of the aortic distribution. 

Obstruction of the oesophagus is more common in 
growth and implication of nerves is not so common 
in growth as in aneurysm. Secondary nodules 
may be felt in the case of tumour. The presence 
of fever and cachexia are likewise more in favour of 
tumour than aneurysm. 

(2) Benign growths. As mentioned before, very 
few rules can be laid down for guidance in the dia¬ 
gnosis, and the same remarks apply here equally. 

Tuberculosis of the bronchial glands in children 
is liable to give rise to attacks of asthma and 
paroxysmal cough. Hoarseness of the voice occa¬ 
sionally arises. Puffiness of the face and difficulty 
in swallowing are said to occur, but must be very 
rare. 

In my experience enlargement of the bronchial 
glands in children gives rise to no physical signs, 
but it is stated that in some cases dulness may be 
obtained in the back between the scapulae, and 
venous hum, on throwing the head back, is stated to 
be heard in the innominate veins. 

Lymphadenoma must be recognised by other 
signs apart from the chest. Simple tumours such 
as dermoid, hydatid, fatty, enchondroma,are usually 
quite impossible to distinguish by physical signs 
alone. The diagnosis must rest upon general 
principles (e.g. expectoration, discovery of book¬ 
lets, hair, etc.). 

(3) Pleural conditions and secondary lung con¬ 
ditions set up by malignant growths in the medias¬ 
tinum may be mistaken for primary disease of 
the lung or pleura, since they may give rise to pre¬ 
cisely the same physical signs. This, of course, 
would only occur in the absence of definite 
pressure signs or symptoms. No definite rules 
can be laid down. Each case must be judged 
upon its own merits. Time forbids my entering 
more deeply into this matter 

(3) Extension of growth from the pleura and 
lung. —Endothelioma extends from the pleural 
membrane itself. Round- or spindle-celled sar¬ 
coma extends from the sub-pleural connective 
tissue. Extension of a primary growth from the 
lung is extremely rare. This clinical type of case 
occurs not uncommonly in children. The medias¬ 
tinum is not involved in every case. In most 
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cases the clinical history is that of pleurisy. The 
onset is often sudden, commonly more or less 
gradual. It begins with sharp pain in the side, 
dyspnoea, cough, and later, effusion into the pleura. 
The pain is more acute and more constant than 
that of pleurisy and is not so dependent upon I 
respiration. i 

Implication of the intercostal nerves may give rise ! 
to radiating and shooting pains. The cough is 
more persistent than in pleurisy. Expectoration 
only occurs if the lung is also involved, in which 
case blood may be present in it. Dyspnoea may | 
be extreme if the whole lung is involved. If the J 
growth occurs near the apex of the lung the recur- 1 
rent laryngeal nerve may be involved. Cachexia is | 
frequent, and may be rapid. With regard to j 
physical signs, the heart is displaced, all the signs 
of fluid may be present, and these signs may be 
localised. The effusion is commonly blood-stained 
and may be chyliform, due to the presence of t 
albuminoid granules resulting from breaking down 
cells. Large cells, which are sometimes described as | 
cancer cells, but which others maintain are merely , 
desquamated endothelial cells, are liable to be [ 
found. There are two points which are important 
in diagnosis which must not be forgotten : 

(1) Implication of the chest wall may cause local 
bulging. 

(2) On tapping for effusion the trocar may be ' 

felt to enter a solid mass. j 

Into the question of treatment time forbids me 
to enter. To do so would merely be to enumerate , 
the treatment of the various chest symptoms which 1 
I have mentioned and with which you are perfectly ^ 
familiar, since malignant disease of the mediastinum | 
must necessarily eventually lead to a fatal termi¬ 
nation. i 

July r5 tk, 1907. I 


Engel has carried out a series of observations on 
the co-efficient of refraction of the blood-serum of | 
a large number of patients suffering from such 
conditions as nephritis, cardiac disorders, etc. 1 
The index of refraction has been shown to be ‘ 
quantitatively commensurate with the albumen 
content of the serum and therefore to give a fairly 
correct guide to the degree of hydremia. Engel 
expresses himself as convinced of the value of the 1 
method, which requires only a single drop of blood, j 
— Med. Record , vol. lxxi, No. 25. I 


WITH DR. E. I. SPRIGGS AT 
ST. GEORGE’S HOSPITAL. 


Diabetes Mellitus. 


This man is aet. 45 years. You see how thin he 
is. He tells us that three months ago he began 
to waste away, and to “come over weak,” until he 
was unable to do his work. In other respects 
also he gives the usual history of a large appetite, 
great thirst, and polyuria, causing micturition to 
occur with irritating frequency. He now weighs 
8 st. 1 lb., having lost over 4 st. His breath 
smells strongly of acetone, and the urine has a 
specific gravity of 1040, contains a large quantity 
of sugar, and of diacetic acid. He is, therefore, a 
severe case of diabetes mellitus. What principles 
should guide us in treating him ? 

You know only too well that we possess at 
present no means whatever of counteracting the 
essential error of metabolism lying at the bottom 
of all these symptoms. That it is a chemical error 
is obvious. I should like you to bear in mind the 
very interesting series of cases of alkaptonuria and 
cystinuria which have been investigated in this 
country „ and abroad; under Ordinary conditions 
the proteids in the body are broken down into 
their normal end products to form the familiar 
constituents of urine, and in this process the com¬ 
plicated proteid passes through a long train of 
disintegration products which get simpler and 
simpler until the stage of urea, uric acid, and other 
bodies is reached. In cystinuria and alkaptonuria 
some of the higher members of the chain are 
passed out in the urine, owing to a fault in the 
series probably due to the absence of a particular 
ferment at some stage. That is to say, the normal 
chemical process fails at some one place, just as in 
the anatomical development of the body a failure 
may occur leading to a hypospadias or the absence 
of a digit. So that Dr. Garrod has referred to 
these errors of metabolism as chemical malforma¬ 
tions. Now diabetes may be called a chemical 
malformation, with the difference from alkaptonuria 
and cystinuria that it is not congenital, but acquired. 
As a result, sugar, which should be oxidised to 
carbon dioxide and \vater, fails to undergo this 
change, and circulates in the blood in an excessive 
quantity, and appears in the urine, together with 
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other bodies. The objects of research at the 
present day are to find out what the fault is and 
where it is. ! 

But do not run away with the idea that I mean 
that because we are ignorant of what the essential 
fault in diabetes is, and hence ignorant of means 
of combating it, that therefore treatment is of 
no avail, for that would be far from the truth. 
The mass of work which has been done upon the 
chemical nature of diabetes has left us with valu¬ 
able information which, if properly applied, leads | 
to great prolongation of life, as well as to ameliora- j 
tion of the distressing symptoms of the disease. 
On the other hand, unless your ideas are clear as 
to what you are trying to do, you may easily 
harm your patient by your treatment. In this j 
man we can recognise two different series of j 
symptoms. One is represented by the thirst and 
the polyuria which he suffered from before admis¬ 
sion, and these are due to an accumulation of 
sugar in his blood, which by its osmotic attraction 
keeps water away from the tissues and gives rise j 
to thirst. The polyuria is due to the excretion of 
this sugar in the urine, since the kidneys are always 
working so as to keep the blood of a constant 
composition, and with this object to remove from 
it any abnormal constituent. It involves less 
work for the kidney to remove sugar from the 
blood in a weak solution than in a strong one, and j 
so a large quantity of water is abstracted from the I 
blood with the sugar. These symptoms, due to 
an excess of sugar in the blood, can be remedied 
to a great extent, and in earlier cases almost com¬ 
pletely abolished, by limiting the amount of starch 
and sugar in the diet, and if this be done judiciously I 
and reasonably, the patient’s life may be made 
comfortable, and tne disease remain stationary for 
long periods of time. 

But I want to impress upon you, at the risk of 
repeating what I have said so often, that when you 
have tested the urine for sugar and dieted your 
patient, and estimated the sugar passed on a diabetic 
diet, that your duty to the patient is not done. 
For besides the sugar in the blood, there is another 
accompanying condition, which in the more severe 
cases is always present, and that is the acid poison¬ 
ing. Certain acid bodies, oxybutyric acid, and 
diacetic acid, are excreted in the urine, together 
with acetone. In this case, as you have seen, the 
diacetic reaction is marked and the breath smells 


strongly of acetone. But the fact that he is 
excreting these acid bodies does not prove that 
the body is being poisoned by them ; it only shows 
that it is getting rid of them. Should you, there¬ 
fore, want further evidence that this man is really 
suffering from acid poisoning, it is here to hand. 
If a normal person takes three drachms of sodium 
bicarbonate a day, the urine becomes alkaline in 
twenty-four hours; we have, however, following 
Magnus-Levy, given this patient two drachms daily 
for several days, and this urine is still acid. 
This means that the base supplied has all been 
used up to combine with the acids produced 
in the body, but has not sufficed to neutralise 
them. 

Now we must inquire what effect the restriction 
of carbohydrate will have upon this condition of 
acid poisoning. The answer is that it will have a 
harmful effect, for the patient will be forced to live 
more upon proteid and fat, that is, upon acid- 
producing food. Normally the phosphoric and 
sulphuric acid produced from proteid are neutralised 
by the bases in the food and in the body and by 
ammonia. But in diabetes, because of the ab¬ 
normal acids which are produced as well, all the 
resources of the body have been drawn upon for 
bases, and there is a limit as to the amount of 
ammonia which can be formed. It follows that 
there is a risk in placing a patient who shows any 
signs of acid poisoning upon a strict diabetic diet. 
If this be done at all suddenly, the patient in a 
few days will lose his appetite, and any diabetic 
who refuses food is in danger of going into coma. 
It is important always to limit the carbohydrate, 
gradually to give sodium bicarbonate, and if any 
signs of loss of appetite occur, to give a large dose 
of sodium bicarbonate at once, up to half an ounce 
a day, and to continue it for some time. 

This patient is taking a diet containing about a 
hundred grammes of carbohydrate daily, in the 
form of four ounces of potatoes and two ounces of 
bread. He has been under observation for a week, 
and is passing 115 grammes of sugar a day. We 
shall now reduce his carbohydrate gradually until 
we have found what quantity he excretes when 
none is given by the mouth at all, and how much 
he can take without leading to any increase of 
sugar in the urine ; and after that how much more 
can be taken which, although some of it will appear 
in the urine, can be in great part assimilated. All 
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this time the appetite and the weight must be 
watched. J 

Do not be afraid of sugar in the urine as such, 
provided you know how much there is, and this | 
amount be not excessive, and do not be too ener- | 
getic in aiming at reducing it to the lowest possible 
figure in the shortest possible time. Especially I 
does this apply to severe cases. Proceed gradually, 
and remember to direct your attention to the I 
patient himself as well as to his urine. ! 

Gastric Ulcer . I 

I have spoken to you before about the treatment of : 
gastric ulcer by feeding from the beginning, and we | 
have here some patients undergoing it. You know [ 
very well that in a great many cases the older plan j 
of giving nothing by the mouth, and feeding, if at j 
all, by nutrient enemata. gives very good immediate ; 
results, and you have probably also remarked that 
some cases do not respond to it, and of these a 
few prove to be intractable and the symptoms come 
back again and again. It is urged against this 1 
starvation plan that it fails to relieve the anaemia 
which is so often a predisposing cause of gastric I 
ulcer. Good feeding is an essential in the treat- I 
ment of anaemia. Also any gastric juice excreted 
into the empty stomach will act harmfully upon an . 
ulcer, and especially if it contain an excess of ^ 
hydrochloric acid, as is often the case. Of course, 
if giving no food by the mouth made certain that 
no gastric juice would be excreted, this objection I 
would fall to the ground, but there is some evidence ; 
that even an enema may cause a flow of juice. In | 
favour of the feeding plan introduced by Lenhartz, j 
of Hamburg, it is pointed out that proteid food in | 
the stomach will neutralise the acid in the gastric 
juice, and thus the ulcer will be better protected j 
than in an empty stomach, and that the nutrition 
of the patient being ensured the recovery will be ! 
more rapid. Now these theoretical points are of 
interest, but of course nothing but a careful trial of 
the new method can tell us whether it is better than 
the older plan. We have used it now a good many 
times and have seen no harm come in any case, 
whilst in a large proportion the result has been 
better than what we have become used to expect 
from the older plan of treatment. The point of 
great importance is the question of relapse. Will ( 
these cases be as liable to relapse as others ?— 
a question which cannot be answered for a long 


time. All of these patients have begun with 
sipping milk, and beaten raw eggs, three and a half 
ounces of milk, and one egg, the first day, and the 
same quantity added each day until six eggs and 
one and three quarter pints of milk are being taken. 
In a few days raw mince is added and then boiled 
rice, pounded fish, bread and butter and other foods. 
The patients are weighed on admission, and again 
weekly, and should increase in weight after the first 
week. We will look at three of them, all different 
types. 

This patient had no indigestion but was seized 
with sudden haematemesis, which was repeated just 
before admission, vomiting up, she says, about half 
a pint each time. She presented neither symptoms 
nor signs of lung disease, and is a typical well- 
nourished, anaemic girl. We began the feeding at 
once and she has never looked back nor had any 
pain. There was melsena after admission but not 
since. The bowels are opened every fourth day 
by an enema. Evvald, who is a great authority, 
says it is not desirable to feed cases with haemor¬ 
rhage so early, because movements of the stomach 
will be bad for the thrombosed vessel, and states 
that blood may often be found in the stools under 
such treatment. The point for discussion really 
appears to be whether the clot which blocks the 
vessel is more in danger of being dislodged during 
the passage of small quantities of liquid food 
through the stomach, or of being dissolved by any 
gastric juice which may be secreted into an empty 
stomach. Wirsing has found that the cases of 
haemorrhage from acute ulcers did very well on 
the Lenhartz treatment. Of course in a few of 
these cases it is possible that the so-called ulcer is 
merely a small fissure down to an eroded vessel, 
and sometimes even this cannot be detected. 

This next patient gives a different history. She 
has had severe pain soon after food, sometimes with 
repeated vomiting, for several months, and this is 
the second time that she has had to go to bed with 
it. She did not like the raw beaten egg and took 
it badly until a patient was put next to her who 
took it well, after which we had no more complaints, 
and she has done very well too. But I must tell 
you that a few of the patients of this class have 
complained of pain for many days on this treat¬ 
ment, but not of a severe character, and it usually 
has got gradually less. 

The third patient I want to show is here. She 
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was under my care in the hospital last spring for the ' 
same complaint, and told us that she had chronic 
pain soon after food, relieved by vomiting, and 
occasionally brought up a little blood. She has 
never vomited or passed blood in the hospital. 
She was treated last spring on the usual plan of 
nothing by the mouth, and saline enemata by the 
rectum at first, then nutrient enemata and a 
graduated milk diet. She always looked the same 
and always complained of pain except when neither 
the house-physician nor I was in the ward. After 
going home she was better for only a short time, ' 
and said that until re-admission she had been con¬ 
tinuously ill and had taken nothing but milk, and 
Benger’s food, dry toast, and biscuit. Her weight, 
however, was the same as when she left the hospital. | 
We have treated her with the Lenhartz method too, 
but with only a moderate result as regards her sub- | 
jective symptoms, for her progress was slow though j 
she has put on weight, and now takes an ordinary 
diet, and says she is free from pain. We are not j 
at all sure, however, whether her recent improvement ! 
is due to the fact that the neighbouring patients 1 
are going to the convalescent home and she would | 
like to go too, for as you will conclude from what ! 
I have been saying, the element of neurosis is very | 
marked. If it were not for this she would, if re¬ 
currence occurred, be a suitable case for gastro¬ 
jejunostomy, but my surgical colleague, who has j 
seen her, agrees with me that he would not expect * 
a brilliant result, for neurotic cases receive very 1 
little permanent benefit from operation. 

1 

Pneumonia . j 

We have had several cases of lobar pneumonia 
in the wards lately, and this case presents some 
interesting points. The young man in this 
bed is suffering from an attack which presents 
all the usual signs. You notice his flushed face, 
working alae nasi, and a patch of herpes on the lips. 
Notice also the impression of suppressed strength 
which the sufferers from this disease often give. 
They are usually young or middle-aged adults, and 
are struck down in full health. When we ask the 
nurse to roll him on to his side he moves himself I 
almost violently. He is now at the fourth day of , 
the disease, and the whole of the right lower lobe j 
is consolidated ; we are watching him with some ! 
anxiety, because his respiration rate is extra¬ 
ordinarily high—between 60 and 70—with a pulse | 


of 100. On one occasion, as you see from the 
chart, a respiration rate of 72 was recorded with a 
pulse of only 96. I have never seen such a high 
ratio as this, nor read of it in uncomplicated 
pneumonia.* The pulse is good, with a large wave, 
but w’hen you feel it carefully you notice that the 
force is not well maintained. The cardiac dulness 
is increased to the right of the sternum, but the 
sounds are fair. There are no physical signs of 
any implication of the pericardium. 

Now, in connection with the treatment of this 
case, I should like to express some heretical views 
upon the use of alcohol in pneumonia. No one 
who has read the careful pharmacological work done 
upon this drug can fail to be impressed by the 
accumulated evidence that its action upon the 
body is, in general, harmful. It is certainly a food 
in the technical sense that it is capable of oxida¬ 
tion in the body; only 2 or 3 per cent, of it escapes 
as alcohol, and it has the advantage of being a 
food which can be administered to patients who 
are very ill, and can be readily absorbed. In 
another way, too, it often has a beneficial action, 
because it is a narcotic, and in the anxious and 
sleepless condition of pneumonia patients, a drug 
that depresses the higher nervous centres and 
lessens the constant reflex muscular movements 
and lowers the temperature is good, and these 
results will in themselves, of course, reflect their 
benefits upon the heart. Alcohol is also said to 
stimulate the heart, but do not let the comforting 
sound of this phrase cause you to forget the fact 
that in careful experiments the action of the heart has 
been found to be feebler and less efficient under the 
influence of this drug. Now the heart's action is far 
and away the most important factor in the pro¬ 
gnosis of an ordinary case of pneumonia, and I do 
not think that in view of the above serious doubts 
which the work of careful scientific observers, not 
partisans, arouses in one's mind, that it is right to 
give alcohol in all serious cases of pneumonia from 
the beginning, as is so often done. If it is to be 
given at all it should be towards the end of the 
attack, and for its narcotic action. To soak the 
patient with it for days at a time is, I believe, a 
very doubtful practice. We have real cardiac 
stimulants in digitalis and caffeine, and, as I have 
shown you in the last few weeks, their action is 


* Tnis patient recovered without any complication. 
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reliable and direct. If symptoms of embarrass¬ 
ment of the heart appear, the letting of twenty 
ounces of blood from a vein offers a reasonable and 
efficient means of relieving it. 

We have also other foods than alcohol. The 
problem of feeding is not a prominent one in an 
ordinary case of pneumonia which only lasts a few 
days, but in protracted and severe cases I am sure 
that more attention should be devoted to it, and. 
even in ordinary cases I believe that it is a dis¬ 
advantage to underfeed the patient. Remember 
that the body breaks down its own substance in 
fevers, not only to supply the energy which is 
deficient in the diet, but also because the poison of | 
the fever causes some disintegration of body 
tissue. Remember, also, that in a condition of ' 
semi-starvation collapse is much more likely to I 
occur, and that when a patient has been well fed I 
during the febrile period, his convalescence is 1 
much shorter. This last point was established by 
the careful and laborious metabolism experiments ' 
of Moraczewski upon eighteen cases of pneumonia. 
You may naturally ask, how can a pneumonia 
patient be fed ? For the idea is prevalent that any 
food but milk given to patients with fever is not I 
assimilated. This idea is not correct. Febrile 
patients, like those with gastric and intestinal ' 
diseases, have no appetite, but when food is once | 
introduced into the stomach and not vomited, its 
assimilation is little inferior to that of health, as 
repeated analyses of the faeces have shown. What 
sort of food should be given ? Milk forms the ! 
basis, but the amount that can be taken is seldom 1 
sufficient. Proteid should be added because it is i 
the proteid tissues that are specially broken down 
in fevers. Experiment has shown that we cannot , 
expect to make all this up, but a good deal can be | 
done towards it, and with this object such substances 
as plasmon should be added to the milk. Fat is 
often distasteful to patients, but carbohydrate is of 
the greatest use, and you may increase the food value j 
of the milk by thickening it with arrowroot. Also, 
if the patient likes it, add plenty of sugar to the ! 
lemonade he takes. In this way you can not only 
feed him more efficiently but also avoid the dread¬ 
ful monotony of a milk diet, by giving him milk 
and arrowroot at one feed, milk at the next, milk 
and plasmon the next, and so on. Allow as much 
sugar as he will take. It has been proved by May I 
to have a considerable power of saving body tissues 
from break-down in fever, just as it has in health. | 
Always allow any febrile patient as much water as > 
he wants. It is no advantage to the patient to 
pass out scanty loaded urine, and he will both 
sweat and pass water more freely if plenty of fluid 
be supplied. 

(To be continued.) 

July 15 th, 1907. 


[July 17,1907. 


Tics and their Treatment. By Meige and 

Feindel. Translated by Dr. S. A. K. Wilson. 

London: Appleton. 

The translator is much to be congratulated on 
his presentation of this very difficult subject, and 
the book gains considerably by his critical appen¬ 
dix on the conflicting points in the views of the 
authors and Cruchet, and other French authori¬ 
ties. The rendering into English is well and 
carefully done, perusal of the book suggesting two 
criticisms only in this respect. The first, no doubt a 
printer’s error, is the substitution on p. 64 of “ out- 
with ” for “ without,” and the other, the retention of 
the continental use of the term “ sectio,” instead 
of translating it as “ autopsy ” or “ post mortem.” 
There is no justification as yet for this forcible in¬ 
troduction of a new and unnecessary synonym. 
The authors are evidently inspired largely in their 
conceptions of the pathogeny and treatment of the 
tics by the teaching of Professor Brissaud, who 
contributes a short preface of six pages to the 
volume, and considerable stress is laid on the 
necessity of accurate nomenclature. Tic is to be 
distinguished from spasm, convulsion, myoclonus, 
stereotyped act, mimetic gesture, or professional 
cramps amongst the motor reactions, and from 
obsessions and the various phobias on the side of 
pure mental disabilities. Brissaud’s definition of 
a spasm is insisted on as a motor reaction conse¬ 
quent on the sudden transitory irritation of any 
point in a reflex arc, . . . it is a reflex act of purely 
spinal or bulbo-spinal origin. The authors in¬ 
clude, however, Tinder spasm instances due to 
irritation of the cortex. If, however, the cortex is 
acting as a reflex centre, then the motor reactions 
are altered; in this category come the tics. Tic 
douloureux is not a tic, the facial contraction 
accompanying it being a spasm. Similarly psy¬ 
chical and mental tics are to be excluded as tics, 
having no motor reaction, but are rather obses¬ 
sions, phobias, etc. A tic is defined as always 
psychical in origin, being a volitional, mimetic, or 
functional movement in the first place, which is 
repeated to excess and at inopportune moments, 
whose performance is urgent, its repression causing 
acute distress, and its capability of inhibition 
transient. Stress is also laid on the mental defi¬ 
ciencies of tic subjects, their mental infantilism, 
being in fact superior degenerates, or unstables. 
As Charcot used to say, “Tic is a psychical dis¬ 
ease in a physical guise.” Full discussion of the 
variable forms of tic and their etiology is well 
worked out, and the chapters on prognosis and 
treatment by gymnastic exercises, immobility of 
movement exercises, and the so-called “ mirror 
drill,” should prove valuable help in the manage¬ 
ment of this elusive and refractory type of border¬ 
land case. Last, but not least, the volume is well and 
clearly printed, exceedingly light, and easy to hold. 
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A LECTURE 


ON 

ABDOMINAL CATASTROPHES. 


Delivered at the Seamen’s Hospital (Dreadnought), 
Greenwich. 


By WILLIAM TURNER, M.B., M.S., F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen,— I have named this lecture abdominal 
catastrophes. By the term abdominal catastrophes 
I mean acute lesions in the abdominal cavity which, 
if continued, become •eminently dangerous to life. 

List of ninety-one cases of abdominal catas¬ 
trophes : 

Appendicitis.33 

Gall-bladder.1 

Gastric ulcer .... 

Duodenal „ . 

Jejunal „ . 

Stercoral „ . 

Enteric . 

Perforation above stricture of large 
intestine .... 

Perforation above stricture of small 
intestine . . . 

Ectopic gestation . 

Haematosalpinx . 

Pyosalpinx 

Peritonitis following operation for 
hernia .... 

Peritonitis following injury to peri¬ 
neum . 

Peritonitis following criminal abor¬ 
tion . 

Peritonitis due to “ pneumococcus 
Strangulated hernia 
Intussusception 
Obstruction due to adhesions . 

Volvulus .... 
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Atony of large intestine ... 4 

Strangulated ovarian dermoid. . 2 

» » cyst . • 1 

„ sub-peritoneal fibroid . 1 

Acute pancreatitis . . . .1 

„ unilateral surgical kidney . 1 

Anomalous ..... 8 


I have tabulated here ninety-one cases of which I 
have been able to put my hands upon the notes, 
and which I have seen during the past year or 
so. A short inspection of these will show the 
great variety of cases and roughly give you some 
idea of their frequency. I have divided all these 
cases into two main classes—those due to injury, 
and those due to pathological causes. As the 
magnitude of my task is so great, I propose this 
afternoon to deal almost exclusively with the latter 
group; I have not tried to collect injury cases at all. 
I should, however, first like to mention three cases 
where, after an operation for apparently a simple 
radical cure of an inguinal hernia, an unsuspected 
catastrophe occurred which cost the life of one of 
those patients. Only laparotomy saved the other 
two. 

The first was a boy with inguinal hernia, who, 
after operation, had extravasation of urine into 
the peritoneal cavity due to diverticulum of the 
bladder forming part of the sac of the hernia which 
was punctured by the transfixion needle. This 
boy’s life was saved by opening the abdomen, 
washing it out and stitching up the hole. In 
another case, after ligaturing and removing some 
omentum, recurrent haemorrhage occurred from a 
small artery, leading to signs of internal haemorrhage 
and only controlled by opening the abdomen and 
applying a ligature. In the third case the patient 
suddenly collapsed at the beginning of the third 
day, and died before any steps could be taken to 
diagnose or treat the condition. Post mortem it 
was found that there was a perforation of the large 
intestine which had been in the hernia quite close 
to the stump of omentum that had been removed. 
I am forced to confess that this accident must 
have been caused in the operation which I did 
myself. The extraordinary thing about the case is 
that nothing was noticeable in the man’s symptoms 
until acute heart failure set in and the patient died 
three hours afterwards. 

In this connection I might perhaps mention two 
injury cases. One was a little girl, admitted into 


[ this hospital. She had been standing on the top 
of a bedstead cleaning a window when she lost her 
1 balance and fell. The knob at the corner of the 
brass bedstead was off, but the screw underneath 
was projecting, and this she fell upon and injured 
| herself by the side of the anus. She was brought 
up to the hospital and treated and then sent away. 
Happily for the house-surgeon and the patient, 
thirty-six hours afterwards she was brought up to 
the hospital again. She then presented the typical 
symptoms of pelvic peritonitis, practically general 
! peritonitis. On opening her abdomen pus was 
j found filling up the whole of the pelvic cavity, 
j Perforation had started on the side of the anus 
' and gone across the rectum into the vagina and 
through the wall of the vagina into the pelvic 
cavity. 

The other case was more disastrous. It was 
that of a man, who, whilst working just outside 
Westminister Hospital, fell off a platform a distance 
of about eight feet, and in falling sat down and hit 
the handle of a wheelbarrow. He was brought 
into the hospital, and it was noticed that he had a 
little excoriation on the side of the anus. On 
examination per rectum nothing was found and he 
was sent out. Two days afterwards he was taken 
! to another hospital in a condition of severe general 
j peritonitis. The abdomen was opened and the 
j abdominal cavity was found full of faeces. That 
I led to an inquest. I have mentioned these cases so 
as to impress on you the fact that sometimes what 
appears a perfectly simple and satisfactory opera¬ 
tion, or a slight injury, may quite unwittingly be 
attended with disastrous results. 

| I pass on now to the catastrophes of pathological 
origin. All these cases which you see on the 
board commenced with acute symptoms of pain 
in the abdomen and vomiting, and at once you 
will notice the number of different causes which 
may produce this same effect at the commence- 
! ment. You will also note that in nearly every case 
the main complication of serious import is peri- 
j tonitis, either local or general. The peritoneum is 
at times, under certain conditions, the greatest 
friend to the patient, in its power of forming 
adhesions and so localising and shutting off the 
general cavity from infection, but when the whole 
membrane becomes suddenly flooded with intes¬ 
tinal contents, or pus from a localised abscess, its 
great absorbing power, one of its chief Character- 
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istics, makes it the greatest enemy of the patient, 
and, may I also say, the surgeon. Thus is shown 
the importance of early surgical interference to 
remove all the noxious material and prevent 
further infection. From the notes of the cases 
before you I wish to try and point out various 
combinations of signs and symptoms which may 
occur under different conditions and certain points 
of interest that have specially marked some of the 
cases. It depends in no small degree upon the 
individuality of the medical attendant, and hardly 
less on the personal equation of the patient, 
w-hether or no operation is recommended in cer¬ 
tain cases and at what stage, and although text¬ 
books give us for each different condition definite 
signs and symptoms by which to be guided, still 
the variations are so numerous that there is ample 
room for conflicting opinions, not to say errors in 
diagnosis. Whenever the classical symptoms of 
general peritonitis are so marked that, from a local 
point of view, an operation is obviously imperative, 
the general condition of the patient is frequently 
so correspondingly bad that the likelihood of his 
surviving the operation is oftentimes very remote. 
This hinders one from urging operation, and leads 
one to throw the responsibility on to the patient 
if he is an adult and well enough, or the relatives. 
It should be remembered, however, that though 
death is possible during the operation, without it 
it is inevitable. 

I should like to point out here that vomiting is 
the symptom to be afraid of during, and just after, 
an operation upon patients extremely ill like this, 
as death may ensue during the act and lead to an 
inquest as in the following case. A girl, set. 8 years, 
was admitted to Westminster Hospital with all the 
signs of general peritonitis—marked rigidity, and 
distension of the abdomen, abdominal respiration 
nit, lips blue, extremities cold, and pulse about 
150, small, wiry, and intermittent. With the 
full consent of the parents I opened the abdomen 
and let out some pints of pus, but just as I was 
finishing she commenced to vomit and died. The 
coroner ordered an inquest, and post mortem, the 
stomach contents were found in the air-passages, 
and a verdict of accidental death under an anaes¬ 
thetic was brought in by the jury! It is wiser in 
these desperate cases to wash the stomach out 
either before the anaesthetic is administered or 
directly the patient is under. 


To illustrate that occasionally an apparently 
hopeless case can be saved, and to show that the 
surgeon is justified in trying to get the consent of 
the parents to an operation in desperate cases of 
this kind, I have the notes of a case here of a 
boy, aet. 10 years, who was admitted to the Hospital 
on July 20th with all the signs of general peri¬ 
tonitis. He had two things in his favour—that 
he came in with a temperature of ioi*8 °F., and he 
had not been vomiting; but his pulse was very bad— 
it was 140, irregular, intermittent, and often could 
not be felt. I obtained the consent of the parents 
to operate in a case of desperation. We washed 
out the abdominal cavity, and drained in both loins 
in the middle line. I could not find out the cause 
of his condition, and the boy was practically pulse¬ 
less at the end of the operation. He was trans¬ 
fused twice that same night, had ether and strych¬ 
nine given him over the whole night, and the next 
two days, brandy per rectum and also anti-strepto¬ 
coccic serum, which sometimes does a great deal of 
good. This boy, as I have said, was practically 
pulseless, and he was given up by myself and the 
house-surgeon for over thirty-six hours after the 
operation. The patient was left in bed absolutely 
quiet and he was not allowed to be moved or 
washed. That boy recovered and went out of the 
hospital quite well. The good points about his 
case were that he had a temperature above normal 
when he came in, and he had never been sick. If 
he had been sick he must have died. His condi- 
1 tion was so bad that the house-surgeon the same 
night gave “ carte blanche ” to the Sister, and said 
I he was not to be called up! That is one instance 
just to show you that occasionally a desperate case 
can be saved. 

Cases of appendicitis are, as you observe, much 
the most common, and the following thirty-three 
cases readily split themselves up. I have gone 
into their complications. Only one case have I 
seen of catarrhal appendicitis and this was not 
operated upon, two cases of appendicitis simu¬ 
lating general peritonitis, five of appendicitis with 
general peritonitis, one with local peritonitis and 
no adhesions at all; then of abscess cases, one in 
the appendix itself, three in Douglas’s pouch, 
three intra-peritoneal covered by omentum, fifteen 
local. There was one case of general peritonitis, 
but without perforation. That was a boy in this 
hospital who developed faecal fistula later. There 
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was also one case complicated with double pyo- 
salpinx. 

The points of the first case, that of a catarrhal 
appendicitis, I want to show you because you will 
see so much appendicitis, and, unfortunately, so 
many cases that do not go right. You'will ask me 
why I did not operate. The answer you will find 
in the history of the case. She was a woman, aet. 
34 years, and had ten days’ illness, starting 
like influenza, three days’ pain and tenderness in 
the right iliac fossa. Her temperature had been 
up and down each day, and when I saw her the 
temperature was normal. On that day she had 
had no sickness, no constipation, no distension of 
the abdomen, no rigidity of the rectus, but very 
marked hypersesthesia corresponding to what I | 
term the appendix belt. These were her symptoms, | 
and I said, “This is not a case for immediate j 
operation,” as on the third day she was much 
better, her temperature was normal and she had no 
pain, no rigidity, and no swelling. Now, this band 
of hypersesthesia may be a very important sign. 

It was described by Dr. Head, and has been 
applied to many cases by Mr. Sherren. It runs 
over the top of the crest of the ilium about two 
inches wide just below the umbilicus. In the 
early stages of appendicitis this area is hyperaes- 
thetic, but when perforation has occurred it may 
be absolutely anaesthetic. 

The following case is a very good example of an 
anaesthetic area: A woman, aet. 32 years, had 
been four months pregnant—another point of 
interest. She had had two previous attacks of 
appendicitis, the last one nine months previously. 
Three days ago, suddenly at night, she was taken 
with general abdominal pain accompanied with 
sickness. Her temperature was normal. She was 
better next day. The night before I saw her she 
had more vomiting and very sudden acute pain 
accompanied by rigor. When I saw her she wore 
an anxious abdominal expression. The temperature 
was absolutely normal, the pulse 92, respirations 
20. She had a distended abdomen which was 
very rigid on the right side. The skin was anaes¬ 
thetic over the belt I am speaking about, whereas 
it was hyperaesthetic the same morning when seen 
by the doctor who attended her. At the operation 
which I advised we found that she had a perforated 
appendix, free pus, no adhesions at all, and the 
pus was kept out of the pelvis by the pregnant 


uterus, so that there was no pelvic peritonitis. 
Her temperature never went above normal from 
the commencement to the end of the illness. 

Before leaving the subject of this sensitive area 
let me mention that I have seen a case where the 
sensation was normal and yet at the operation I 
found a gangrenous appendix, and another case 
with complete anaesthesia—this is a most interest¬ 
ing case showing the difficulties of an individual 
case — general abdominal distension, muscular 
rigidity and dulness in both flanks. Of the dia¬ 
gnosis of general peritonitis I was absolutely 
certain. The patient was in this hospital. We 
opened the abdomen and found a long appendix 
containing ten facetted concretions, and no peri¬ 
tonitis at all. So that even when in this area the 
sensation is normal, one cannot be certain of the 
condition which may be met with. 

The temperature is not often very high in 
appendicitis, especially with peritonitis, and when 
called to a case purporting to be appendicitis with 
a temperature of, say, io3°F., and unaccompanied 
by any definite localised abscess, then be on your 
guard, for it is likely to be a case simulating the 
disease. We had a boy here the other day with 
apical pneumonia. He was sent in for appendicitis, 
and some of you saw him. Why did not we think 
it was appendicitis ? The history showed that the 
boy had been three days ill with a high temperature 
—down and then up again—rigidity and abdominal 
pain. His hyperaesthesia did not correspond. The 
belt was too broad and above the umbilicus. Then, 
again, he did not breathe with his right side as well 
as with his left, and the pulse was full and equal. 
And although the right side felt rigid, yet when 
you kept your hand on the abdomen the muscles 
gave way beneath the continuous pressure. But, 
most important of all, when the boy was carefully 
gone over there was a patch of pneumonia found, 
and this finally decided the diagnosis. But still, 
that was a case that might have puzzled us. 

There is another case which is rather instructive, 
that of a baby aet. 4 months, with three days’ 
history of acute illness, pain in the abdomen, 
vomiting, constipation, some abdominal tenderness, 
and rigidity of muscles all over. When we pulled 
the clothes down to look at the child it had a 
measles rash, having evidently been ill with that 
disease for four days. The temperature was 103° F. 

And yet one more case : A boy, aet. 15 years. 
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came into Westminster Hospital about five o’clock 
in the afternoon. He was brought up for very 
violent acute pain in the abdomen, urgent vomiting 
lasting for about twenty hours, acute abdominal 
distension, marked rigidity in the right iliac fossa 
and dulness in right flank and iliac fossa, and his 
right leg drawn up, and nothing could persuade 
him to put it down. The temperature was between 
io3°F. and io4°F. When I saw the boy within 
an hour of admission I was strongly against appen¬ 
dicitis. Three hours afterwards he was much worse; 
there was more distension of the abdomen, more 
dulness in the right side and right flank. But he 
had not the typical peritoneal aspect and the tem¬ 
perature was still 104° F. The question was, what 
was I to do ? There was obviously something 
causing these symptoms, and I decided to open 
the abdomen. I found that the boy had one 
and a half pints of turbid fluid lying in the right 
iliac fossa and pelvis and it was let out. The 
case I discovered was a case in the second week of 
typhoid, and Peyer’s patches could be seen en¬ 
larged in the small intestine. That boy went 
through the ordinary course of typhoid fever 
without any complication and got quite well, the 
wound healing by first intention. So be a little 
bit on your guard when you meet a case of 
appendicitis with high temperature and no local¬ 
ised swelling. 

There are other symptoms in early peritonitis 
which are very useful in helping you to decide the 
question of immediate operation. The first is the 
“ pulse.” Everybody knows the classical pulse in 
general peritonitis. But the first alteration is much 
more important to the surgeon if he wishes to 
operate early, and what I personally have noticed 
is that it is faster, rather inclined to be bounding 
and collapsing, and the beats are unequal in height, 
irregular in rhythm, occasionally intermitting, even 
as seldom as once in eighty beats to a hundred. 
Therefore, when suspecting early peritonitis always 
feel the pulse for more than one full minute or you 
may miss the intermission. 

The next symptom which is so important is 
“ leucocytosis.” This is an investigation which, 
nowadays, we are able to have done by skilled 
pathologists. Their researches teach us apparently 
two things. First, if a count of the blood can be 
done daily from the commencement of the attack, 
a rising count to 20,000 calls for immediate opera¬ 


tion. Secondly, if only one opportunity occurs, 
then 24,000 always calls for operation. In one 
case which I had at Westminster Hospital, not of 
appendicitis but of localised perforation of a gastric 
ulcer into the lesser sac of the peritoneum, owing 
to the symptoms not being absolutely definite I 
waited for the blood-count to decide me, and it 
turned out 15,000 only, and so I could not operate. 
Fortunately this did not cost the patient his life, as 
I opened the abscess four days later and the patient 
did very well. 

With reference to “pain,” generalised abdominal 
pain associated with recurrent colicky attacks may 
be called one of the danger signals in abdominal 
cases. Often the colicky pain passes in appen¬ 
dicitis to the right iliac fossa, but not always, as 
when the appendix is in Douglas’s pouch, and the 
peritonitis therefore is pelvic, patients may only 
get pain in the left iliac fossa and not the right. 

The fourth symptom is “muscular rigidity,” 
particularly of the rectus over the part affected 
and not necessarily affecting the whole muscle. 
The spasm of the muscle must be maintained and 
must not give way under hand pressure without an 
anaesthetic. 

To sum up the main points calling for operation 
in those cases where no definite abscess or tumour 
can be felt per abdomen,per vaginam or per rectum, 
they are : generalised pain, local tenderness, altera¬ 
tion of cutaneous sensibility, marked rigidity of the 
rectus muscle, alteration in pulse, temperature not 
very high, a high leucocyte count. Though these 
are the chief symptoms indicating the advisability 
of operation it should be remembered that we do 
not get them all present in each individual case. 

Passing on to gall-bladder cases there are just a 
few things that are interesting. As regards the 
eleven cases that I have tabulated, two are cases of 
impacted gall-stones, three of perforation with local 
abscess, three of perforation with general peritonitis, 
two of acute suppuration with gall-stones present, 
and one acute suppuration without gall-stones. 
Some of these cases are very interesting. A woman, 
set. 33 years, had been married ten years, and had 
three children, and she had always suffered from 
chronic constipation. For two years she had re¬ 
current attacks of pain in the abdomen and she 
had the vermiform appendix removed for this con¬ 
dition. After the operation she had a great deal of 
pain during convalescence and then had a quies- 
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cent period for nine months. Attacks of pain 
then started again which were perfectly obviously 
due to acute colic. Fifty gall-stones were found 
in the gall-bladder and one was impacted in the 
duct. No tumour or anything of the kind could be 
felt. That is a very excellent example of the 
association of gall-stones with the appendix, and 
of the difficulty of diagnosis. This woman had 
never suffered from jaundice. There is another 
case where a woman, set. 35 years, had sudden 
and very acute pain in the epigastrium, followed 
by rapidly increasing jaundice, the pain remaining 
very severe and accompanied by acute vomiting. 
No tumour could be felt in the abdomen. Two 
gall-stones were found in the gall-bladder, and one 
in the common duct. Another interesting thing 
in that case is, that although we were not able to 
stitch up the common duct after getting out the 
stone, it healed in twenty-three days. Both of 
these cases show another very important fact, 
namely, that with an enlarged gall-bladder con¬ 
taining stones there may be no edge of the liver or 
swelling to be felt. 

When a gall-bladder is ulcerated and perforation 
occurs into the general cavity, the anatomical posi¬ 
tion of the omentum and falsiform ligament may 
guard the left side of the abdominal cavity from 
infection until after the pelvis is affected. As an 
example of that, there was a man, aet. 60 years, 
who had suffered from attacks of biliousness and 
occasional pain in the right hypochondriac region. 
He never had had jaundice. He had been laid 
up fourteen days with abdominal discomfort and 
occasional vomiting. The doctor who had the 
patient under his care noticed a swelling in the 
upper part of the abdomen on the right side. All 
this time the patient had occasional vomiting, but 
no jaundice. The latter part of the afternoon 
before admission, he had most acute pain in the 
abdomen, and gradual distension and rigidity, the 
abdomen becoming very tender, and the whole of 
the symptoms being on the right side. When I 
saw him he was rigid on the whole of the right 
side, there was dulness in this flank, and acute 
tenderness all the way up this side. When I 
opened the abdomen I found a big hole in the top 
of the gall-bladder, and stones were lying loose 
in the cavity. The left side of the abdomen was 
completely guarded by the omentum. 

In another case where the perforation was not 


at the apex, but lower down at the junction of the 
gall-bladder with the duct, peritonitis was exactly 
like an ordinary general peritonitis. That patient 
complained, after perforation, of pain in the left 
iliac fossa. You must note that cases of ruptured 
gastric ulcer, or duodenal ulcer, or an occasional 
case such as the one I am now speaking of, may 
give rise to the whole of the symptoms occurring 
in the left iliac fossa at first, and the patient may 
have pain there with distension or rigidity. Like 
cases of perforation of a gastric or duodenal ulcer, 
patients suffering from* biliary colic are certain to 
require morphia. The effect of the drug in enabling 
the curative localising action of the peritoneum to 
have full play is very well shown by this case. A 
woman, set. 39 years, had for years had pain and 
discomfort under the right ribs, but never jaundice. 
Six weeks ago she had an acute attack of inflam¬ 
mation on the right side with high temperature 
and vomiting. She was very ill. There was a 
large, tense swelling, rather irregular in shape, and 
filling the upper part of the abdomen. When I 
cut into her I made an incision there, and, instead 
of coming on the peritoneum and finding a lump 
as I supposed I should do, I found that I opened 
directly into an abscess cavity adherent to the 
anterior abdominal wall, and between it, and the 
gall-bladder and the abscess contained one large 
and sixty-two small gall-stones. At the bottom of 
this abscess I discovered an opening into the gall¬ 
bladder where the big stone had sloughed out and 
produced the intra-peritoneal abscess which was 
undoubtedly the cause of the attack that the patient 
had had six months before. 

Idiopathic suppuration of the gall-bladder some¬ 
times occurs, and is obviously due to infection 
from the bowel and leads in most cases to a 
swelling. I had one case where it occurred 
accompanied by a perforated gangrenous appen¬ 
dix. This patient had to have the gall-bladder 
opened for suppuration. I did not find any stone 
at the time I opened the gall-bladder, but the sinus 
did not heal, and eighteen months afterwards a 
stone had formed and I took it out. So that in 
gall-bladder cases there are two or three points to 
be noted : there may be no jaundice, no swelling, 
and the peritonitis may simulate the peritonitis of 
an appendix. 

I have briefly alluded to cases of perforation of 
gastric ulcer and duodenal ulcer where the trouble 
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is very often associated with the left iliac fossa. 
It very often happens that you cannot diagnose 
these cases until the operation. You must re¬ 
member that at the operation the pus does not 
smell, there is no fcetor in the pus. I had a case 
at Westminster which I feel I am bound to read 
you the notes of; it is such an extraordinary case. 
The case is that of a man, set. 46 years, a porter. 
He had had no previous trouble except some occa¬ 
sional indigestion, no acute abdominal disease, or 
operation, or jaundice. He was a porter in a soli¬ 
citor’s office, and was carrying a box of deeds and 
was going to take it upstairs to a room above. 
On getting to the bottom of the stairs he suddenly 
fell down in a dead faint. He had very violent 
abdominal pain and very acute vomiting, and was 
very ill. He was brought straight up to the 
hospital, and when he was seen he was collapsed 
and cold, and had a very anxious abdominal 
expression and a very retracted abdomen which was 
very rigid. The question was, what had happened? 
We could not find any hernia or, in fact, any cause 
for what had taken place. All that one could say 
was that something had ruptured in the abdomen. 
The abdomen was therefore opened, and we found 
that perforation of the jejunum had occurred and all 
the contents of the jejunum were in the peritoneal 
cavity. The patient died that same night. Post 
mortem : it was never cleared up why perforation 
had taken place. It must have been an old ulcer 
with some adhesions which had suddenly come 
away and burst and so produced what was practic¬ 
ally sudden death. 

Pneumococcal peritonitis is a most extraordinary 
condition. It is very rare and is impossible to 
diagnose until bacteriologically examined. We had 
here a case of a child, set. 3 years, who had been 
ill with pain in the abdomen for twenty-four hours 
before admission. The abdomen was slightly dis- i 
tended, tender and rigid all over. No localising 
signs could be detected. A median laparotomy 
was performed, and pus, which was sweet and of a 
rather greenish colour, was found freely all over 
the peritoneal cavity. The pathologist found the 
pneumococcus in the cerebro-spinal fluid after 
“lumbar puncture,” showing that the case was 
a direct pneumococcal septicaemia, and more 
than a plain peritonitis. This is one instance 
of a case in which the odd greenish colour of 
the peritoneal pus, which was non-odorous, and the 


fact that no lesion could be found, led one to suspect 
the presence of the pneumococcus. 

There is a very good specimen here of strangu¬ 
lated hernia. Apropos of strangulated hernia, I 
have seen two cases quite recently with faecal 
vomiting, and in one of the cases we never dis¬ 
covered the hernia at all till the patient was put 
under an anaesthetic. She never complained of it 
and none of us could find it. But when we had 
the patient under an anaesthetic and examined her 
again we found this little piece of the small intestine 
in the femoral ring on the right side. Such a case 
illustrates the great difficulty of its being diagnosed. 

I want to allude to these acute peritoneal cases 
with no tumour to show for them. These are the 
notes of a case I have put down as atony of the 
large bowel. I saw a man, set. 62 years, who fell 
down on the railway and broke his leg. He was 
brought fourteen miles to his home with a severe 
bruise over part of the sacrum, and with a broken 
tibia and fibula. The same night he developed 
retention of urine, absolute constipation, and ab¬ 
dominal distension. When seen two days after¬ 
wards' he was lying in bed exactly like a ball. I 
have never seen before or since such distension. 
This was entirely a condition of atony. There 
was no indication for operative procedure. The 
patient had not a single sign of acute peritonitis; 
he had practically no vomiting. With turpentine 
enemata and hypodermic injections of strychnine 
we were able to get over the atony for a time. 
And now I want to emphasise the great care 
which should be taken to give a guarded prognosis 
in such cases as this. That same patient developed 
acute pneumonia and died on the tenth day, show¬ 
ing that shock to the system had affected more 
organs than the bowel. 

There is another case that went further than 
that in a patient, get. 75 years. He had suffered 
from constipation of late years. He went for a 
long bicycle ride on a very hot day in August, a 
distance of sixty miles. On the following day he 
did not feel well. The next day, still feeling a little 
“off colour,” he thought he would do another 
bicycle ride to make himself well again, and he 
put in another thirty miles. Following this he 
had acute pain in the abdomen with obstinate 
constipation and vomiting, gradual distension of 
the abdomen but no temperature. Everything 
was done to relieve his bowels but they never 
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acted. He was given calomel and castor oil and 
things of that sort. On the fourth day, which 
was the day I saw him, with no abatement of 
symptoms, he had an attack of very violent pain 
referred to his umbilicus. Two hours afterwards 
when I saw him he had a typical abdominal aspect: 
generalised distension of the abdomen, marked 
rigidity, an absolutely immobile abdomen, dulness 
in both flanks and very great tenderness. I 
operated and found gangrenous perforations of the 
caecum and the ascending colon in about thirty 
places and hard faeces all over the abdominal cavity. 
The patient lived for ten days—I do not know why. 
On the seventh day he had perfectly normal 
motions, due to contraction of the bowel, and the 
little openings healing up and proving that he 
had no stricture or any pathological cause for the 
dilatation. Post mortem nothing in the way 
of a stricture or growth was found at all in the 
intestine to account for the patient’s condition. 
That is another instance of this acute atony leading 
to stercoral ulceration, which may be of very 
serious importance. 

I do not think I need say anything about cases 
of intussusception. 

Cases due to adhesions are very instructive. 
There are distinctly two types of cases of a post¬ 
operative character that result from intestinal ad¬ 
hesions. The one is characterised by sudden acute 
intestinal obstruction with urgent vomiting. The 
other type of case occurs usually about three weeks 
to a month after an operation for general peritonitis, 
after the abdomen has been washed and sponged 
out, attacks of pain come on, not very much, but 
enough to be uncomfortable. There may also be 
occasional vomiting, and this is as a rule associated 
with a little temperature, wasting, retraction and 
rigidity of the abdomen, and localised tenderness— 
opposite signs to the ordinary signs of obstruction. 
In these cases never be disheartened at the magni¬ 
tude of the operation you may be asked to do. In 
one case of a boy at Westminster with general peri¬ 
tonitis following appendicitis I divided success¬ 
fully fifteen broad bands which matted together 
more than ten feet of small intestine. 

There is only one other case which I want to 
bring to your notice. That is a case of which, ' 
I believe, there are only about five or six that 
have ever been described. I will read you the 
history: a woman, aet. 2 7 years, and four and 


a half months pregnant, was admitted on Septem¬ 
ber 22nd of last year to Westminster Hospital 
with abdominal pain which had lasted for four 
days and with a temperature at night. She had 
vomited on the 20th, two days before she came in, 
and she thought she passed some blood in her 
urine on that day. Her complaint was that she 
had pain down the right side of the abdomen and 
the right loin, and that the pain remained fixed 
and did not pass down the thighs or along the 
ureters. On examination the upper part of the 
abdomen moved on respiration. There was a 
tumour up to two inches of the umbilicus, in the 
middle line, from the pelvis. In the right loin 
there was a mass felt between the ribs and the 
iliac crest, and this was very tender and the mus¬ 
cles were very rigid over it. The urine contained 
a trace of albumen. The temperature was io 3°F., 
pulse 112, respirations 20. Of course the case 
was sent in as appendicitis. We did not know 
what it was. The woman was very ill and I 
decided to operate. Directly we had her under 
an anaesthetic I found a swelling in the kidney 
region in the loin, and not over the appendix area 
I in the iliac fossa. Cutting through the muscles I 
came upon a kidney which was enlarged acutely, 
and copiously inflamed. On cutting it open I 
found out the cause of the patient’s condition-— 
multiple abscesses and a pyaemic condition ap¬ 
parently. I simply drained this and left it. The 
patient had four rigors and died on the fourth day 
of acute septicaemia. Mr. Barnard published, oddly 
enough, the following week, three cases that he 
had in the London Hospital. I call them “ acute 
unilateral surgical kidney.” Post mortem there 
was found some disease in that woman’s bladder. 
She had haemorrhagic inflammation in the bladder, 
and no doubt she had inflammation running up 
from the one ureter which was enlarged. 

Mr. Barnard saved one or two—perhaps three— 
by excision of the kidney. I never attempted to 
excise the kidney in the case of this woman, as 
she was so very ill with acute sepsis, and I did 
not think she could stand it, especially as she was 
pregnant. The kidney did not give me the idea 
at the operation of being a pyaemic kidney which 
was infected from the bladder, but from general 
pyaemia; but post-mortem there was no doubt 
about it. 

I find that I have no time to go into the other 
conditions, that is to say, those cases where a definite 
swelling is found. I have tried to show you some 
of the difficulties and responsibilities that fall upon 
us when we have to deal with these surgical catas¬ 
trophes, as we call them. 

July 22 nd, 1907. 
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Infantile eczema, or eczema in one of its forms 
commencing in infancy, has been estimated as being 
responsible for about half the cases of skin disease in 
the infant. In my clinic at the Victoria Hospital for 
children during the years 1903 to 1905, out of a total 
of 659 cases of skin disease in infants under one 
year, there were 181 cases of eczema. In private 
practice the disease is almost equally prevalent, 
though, fortunately, owing to better nursing and 
hygiene, the cases are as a rule milder in character. 
Still even in its milder forms the successful treat¬ 
ment of infantile eczema requires great care and 
attention to detail, and a severe case will tax the 
patience and resources of the most skilful physician. 

Infantile eczema is a somewhat vague name 
which has been employed from time to time to 
signify conditions which differ so greatly in 
their etiology and treatment that it will be neces¬ 
sary in the first instance to define briefly the 
limitations and significance of the term as here 
employed. The special type of reaction of the 
skin to irritation to which the name eczema is at 
the present time applfed can be seen in its purest 
form in the infant, for there the skin is delicate 
and the neuro-cutaneous reflex which produces the 
clinical picture which we term eczema is unusually 
sensitive and the reaction is readily called forth by 
irritants which would have little or no effect on an 
older and tougher skin. The peculiar clinical 
picture of eczema consists of a superficial inflam¬ 
mation of the skin of the nature of a catarrh. It 
generally begins suddenly with the formation of 
ill-defined erythematous patches, associated with 
itching and burning, which rapidly fade, being 
replaced by an eruption of small, pinkish papules 
situated on a more or less inflamed base. In some 
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cases the initial erythema may be transient and 
pass unobserved, and instead of being followed 
by a papular eruption it may be succeeded by a 
I scaly patch. The papules, when fully developed, if 
carefully examined by a lens may be found to 
be translucent at the apex owing to the presence 
of a commencing vesicle, but in the majority of 
cases this appearance does not occur in the infant’s 
skin till the patch has been rubbed or scratched 
and the inflammation increased in consequence. 
The face is the most common situation for the 
eczematous patches to appear, and out of the 181 
cases in 87 it began on the face in the manner 
described above. After the face the hands and 
arms are the next most common sites to be 
attacked. In only 26 cases did the eczema appear 
first on the covered parts of the body, and in half 
of those cases the affection began as what is 
familiarly known as intertrigo, and was directly pro- 
| duced by the friction of two surfaces, such as the 
| buttocks, or by the chafing of the diaper, and was 
I probably aggravated by the want of sufficient care 
I in cleansing the parts from the excreta and in the 
I subsequent drying of them. In one of the cases 
| the eczema began on the trunk as a result of the 
| rubbing in of camphor oil; in another its inception 
I was due to the use of irritating patent soap ; and in 
I a third case it succeeded an abscess on the arm 
I which was poulticed, and the microbic infection 
I spread thereby on to the chest, the dermatitis so 
occasioned being followed six days later by a typical 
I eczematous eruption symmetrically distributed on 
the trunk and limbs. 

Under the heading of infantile eczema it is con¬ 
venient to include also cases of seborrhoeic der¬ 
matitis in the infant where the initial lesion is a 
| slightly inflamed patch generally situated on the 
scalp, covered with whitish-yellow greasy scales, 

| and in which the lesions generally spread down 
I from the scalp on to the face and trunk, after the 
j manner described by Unna. In addition to these 
I cases, as indicated above, it is advisable to place 
in this category cases which have commenced as 
impetigo, and instead of being cured by suitable 
treatment, have been allowed to persist, and have 
gradually assumed the clinical characteristics of 
| eczema, having undergone what the French writers 
I now designate as the process of eczematisation. 
But just as the supposed microbe of seborrhceic 
dermatitis and the cocci of impetigo may cause 
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reactions of the skin which are characteristic of 
those micro-organisms at first, but subsequently 
undergo eczematisation, so a true eczema may be 
complicated and its clinical features altered by the 
secondary inoculation of these microbes. 

Before discussing the management of this disease 
it will be necessary to make a second digression, 
and to refer briefly to its etiology so as to obtain 
some indication of the rational treatment. To 
discuss the etiology of infantile eczema adequately 
would be impossible in the time at our disposal, 
and even to mention the various theories which 
have been from time to time put forward would 
serve no very useful purpose. I will content myself, 
therefore, with stating the theory which seems 
to me to be most compatible with the facts as I 
have observed them,'and which has recently been 
ably expounded by Dr. Arthur Hall. According 
to it, infantile eczema is essentially a local condi¬ 
tion caused in the first instance by some form of 
irritant acting from without. The infant’s skin is 
considerably more sensitive than that of the adult, 
and its neuro-cutaneous reflex is much more easily 
induced. At birth this sensitive skin has to 
become accustomed suddenly to the atmosphere, 
to rapid change of temperature, to friction from 
clothes, drying, etc., and this it has the greatest 
difficulty in doing. As would be expected it is 
the uncovered parts of the body which are as a 
rule first affected, and the initial patch of eczema is 
the clinical manifestation of the neuro-cutaneous 
reaction of the sensitive skin to local irritation. 
The irritant is often cold—the cold atmosphere of 
a frosty, or a raw, east windy day, the cold pro¬ 
duced by the evaporation of an imperfectly dried 
skin, and the cold in a draughty room. The 
seasons in which the majority of cases begin are 
the colder seasons of winter and spring. Sudden 
change in temperature is also a potent factor in 
the etiology, such as occurs when an infant is 
carried from a hot room to a cold passage, or is 
taken out of doors without sufficient care being 
taken to protect the skin. 

Other common causes are the injudicious use of 
irritating soaps, the friction of a rough towel in 
drying the skin, and the action of the perspiration 
on the mother’s breast in nurslings. Once the 
initial patch has developed it is kept active by 
rubbing and scratching. New lesions tend to 
appear symmetrically and in remote parts of the 


skin which are not explicable as the result of the 
direct action of local irritants. The occurrence 
of these symmetrical lesions has been variously 
explained, but so far no explanation has been put 
forward which is wholly satisfactory. It has been 
suggested that as the result of the local irritation 
which caused the initial patch, toxins are produced 
either by microbes or by the tissue-cells, and that 
these are absorbed and reach corresponding situa¬ 
tions of the skin through the blood-stream. Another 
explanation has been given, namely that the sym¬ 
metry is brought about by a reflex nerve disturbance. 

Besides the initial cause there are various 
general influences which, though probably incap¬ 
able of producing eczema de novo are powerful 
predisposing factors, and aggravate the condition 
once it is established. This predisposition to 
eczema and to be affected by local irritants occurs 
in most infants if not in all of them, while in the 
adult it is otherwise, and many individuals can 
subject themselves to the action of irritants with 
impunity, which in others would set up a virulent 
dermatitis and be the starting-point of eczema. 
Of these predisposing factors several may be men¬ 
tioned. Heredity is often cited as belonging to 
this category, * but the infant is not born with 
eczema, and only has inherited an unusually sen¬ 
sitive skin. Bad feeding and imperfect digestion 
are often enumerated as causes of the disease, but 
though imperfect feeding and various digestive 
disturbances may be responsible for keeping up 
and aggravating the affection, I much question 
if they can ever produce it. The same may be said 
with regard to teething. In the popular mind so 
close is the connection between infantile eczema 
and teething that it is not uncommon to hear the 
affection designated as the tooth-rash. The dis¬ 
turbance in the general health associated with 
cutting the first teeth, and the nervous irritability 
which leads to rubbing and scratching of the skin, 
certainly augment the eczema if it is present, but 
it is difficult to believe that the actual process of 
tooth-cutting can cause eczema directly. Vaccina¬ 
tion is also frequently put forward by the laity as 
the fons et or/go of the disease, but a careful 
examination into the question has shown that any 
connection which the two may have is purely acci¬ 
dental. Various other sources of irritability of the 
infant, such as a tight prepuce or the presence of 
intestinal worms, may act as predisposing causes. 
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General treatment and management .—The prompt 
and thorough treatment of this affection is of the 
utmost importance. By timely interference the 
disease may be cured, whereas if it is left alone 
or treated in a half-hearted manner it may persist 
and become a permanent trouble. There is an 
old fallacy among the laity that it is harmful to 
cure this condition, since by so doing it is apt to 
be “ driven in ” and to produce internal disease. 
This danger is not, however, a real one, and 
except in those cases where the eczema alternates 
with asthmatic or bronchitic attacks, is purely 
imaginary. 

One of the first considerations in the manage¬ 
ment of infantile eczema is the proper protection 
of the affected skin from cold. When the face is 
affected the infant should be kept indoors on raw, 
windy days and in frosty weather, and if it is taken 
out the face should be covered with a thick veil. 
But not only should the infant be kept indoors, 
but care should be taken that the face is not 
exposed to cold in the house by the child being 
in a draught or being taken out from a warm room 
to a cold passage. A mild or damp day with a 
soft, light wind is the safest day on which to take 
the infant out. Strong sunlight, like cold and wind, 
acts as an irritant on the skin and must be pro¬ 
tected against. For this purpose the face should 
be shaded by a veil or a sunshade, and as it is the 
actinic rays of the sun which are harmful, and those 
cannot pass through red material, the colour of the 
sunshade or veil should be red or orange. 

The clothing of the infant should be warm but 
light, and this is especially so with regard to the 
bed-clothes, which, if too heavy, make the skin too 
hot and increase the irritation. 

The diet of the infant should be carefully con¬ 
sidered on general principles, and both the quantity 
and quality of the milk in bottle-fed babies care¬ 
fully regulated. Eczema may occur, however, in 
babies on the breast which are being nursed 
regularly, are taking their nourishment well, and in 
which the mother appears to be in perfect health, 
and in babies on the bottle where the feeding is all 
that could be desired, so that there is not sufficient 
evidence to warrant the belief that defects in diet 
alone can cause the disease. Still, any obvious 
error in diet must be at once corrected, as it is 
certain to aggravate the condition, and the greatest 
care should be taken to keep the bottles clean and 
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I to feed the child at regular intervals and not when- 
| ever it cries. Digestive disturbances of whatever 
1 sort must be dealt with by suitable treatment. 

I Where the stools are offensive, slimy, and green, 

’ an intestinal antiseptic and an alkali should be 
prescribed, such as the familar powder containing 
calomel gr. { and sod. bicarb, gr. v, which should 
be taken in the morning so that its effects may 
wear off during the day and the night’s rest not be 
disturbed. Where there is constipation a mixture 
containing sod. bicarb, gr. v, tr. rhei. co. li|v, syr. 
zingib tt\v, aq. ad 5 j is indicated. If there is diar- 
rhcea it may be expedient to use sod. bicarb, gr. v, 
mist. cret. 5j, but as a rule it should be capable of 
being corrected by regulating the diet and giving 
an alkali and rhubarb to get rid of the intestinal 
irritant. 

The washing of the affected infant is a matter of 
great importance. When the glabrous skin is 
affected, as a general rule, the less water that 
reaches the eczema the better. Baths in plain 
water should be stopped if the eczema is in an 
acute form, and the child simply sponged with 
warm water. Soap should be avoided, and in 
its place a teaspoonful of borax or of bicarbo¬ 
nate of soda should be added for each gallon 
of water. When the skin is irritable, bran, in 
the proportion of an ounce to the gallon, may be 
added to the bath. Occasionally, when through 
the application of some paste or lotion, a thick, 
adherent crust has formed and some difficulty is 
experienced in its removal, the crust may be soft¬ 
ened with almond oil and then rubbed off with the 
borax and water. 

It is another matter, however, where the scalp is 
thickly covered with greasy scales, and there is 
not much inflammation. In such cases it is all- 
important to get rid of the crusts before applying 
an ointment to the parts. One of the most effec- 
| tive ways of doing so is by means of a boric acid 
I starch poultice. This is made by adding a tea- 
j spoonful of boric acid to a teaspoonful of cold- 
I water starch, mixing them with a little cold water 
j and pouring the paste into a pint of boiling water ? 

and stirring till it is melted. This is allowed to stand 
j till it is cold, and is then spread thickly on pieces 
of cotton, covered with muslin, and applied to the 
j parts. The poultice should be changed every six 
hours. Instead of the poultice, soap spirit lotion, 
containing equal parts of soft soap and spirit, may 
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be used. A teaspoonful of this is rubbed over the 
scalp and then washed off with warm water, or it 
may be shaken up in the water so as to form a 
shampooing fluid. After the parts have been 
washed they should be thoroughly dried, not 
scrubbed with a rough towel, but gently dabbed 
till dry with a warmed towel, and powdered lightly 
with dusting powder such as the following: 
£. Magnes. carb. 3 j, zinci oxidi 5SS, acidi 
borici Jij. Great care should be taken that the 
intertriginous regions about the buttocks and 
genitalia should be kept as clean as possible by 
frequently changing the diapers. 

One of the great difficulties in connection with 
the successful management of cases of infantile 
eczema is the prevention of scratching. Rubbing 
and scratching are responsible for the aggravation 
and spread of the lesions; they prevent healing, a 
few minutes’ rub being enough to undo all the 
benefit derived from a week of careful treatment. 
Of course, the obvious method of getting over this 
difficulty is to apply to the skin some local remedy 
which will relieve the itching, but this is not 
always possible. There is also an element of 
habit about scratching. From habit the infant 
gets at the affected place, gives it a rub and imme¬ 
diately the skin becomes irritable. The rubbing 
becomes then imperative to relieve the irrita¬ 
tion, and so a vicious circle is established in 
which the pain from rubbing the skin till it bleeds 
is more tolerable than the unrelieved itching. If 
the infant can be prevented from giving it the 
initial rub or be restrained in the first instance 
when the itching is slight then the irritation may 
pass off. In the case of the face the skin should 
be protected by a mask. But even then the hands 
must be kept from the face, and this is no easy 
task in a strong infant, and various devices have 
to be resorted to for the purpose. Woollen gloves 
on the hands do little good, as the child can rub 
with them. A more effective way is to pin the 
sleeves of the night-dress to the sheets or the 
mattress, or to tie the hands to the sides of the 
cot by bandages. Another favourite device with 
some nurses is to tie a short cardboard splint on the 
flexor side of the arm so that the child can swing 
the arm about but cannot get at the face. Still 
another method is to put the infant in a pillow¬ 
slip with a hole cut in the top for the head, and to 
pin the sleeves to the slip and also pin the back 


and front of the pillow-slip together in the situation 
of the fork of the legs. Various other methods 
may be tried according to the ingenuity of the 
nurse, but in some cases there seems nothing for 
it but simply to take the child up and walk it up and 
down the room till it goes to sleep. 

Local applications. —The local treatment of in¬ 
fantile eczema is the most important factor in the 
cure of the case. It varies, however, so greatly in 
different patients according to the stage and char¬ 
acter of the lesions that in discussing it it will be 
impossible to do more than deal with the subject 
on the broad lines of general principle, for the 
precise remedy to be employed in an individual 
case must always be left to the judgment and 
experience of the physician at the time of prescrib- 
| ing it. To simplify the description of the local 
treatment I will discuss it under the heading of 
various typical cases. 

Type i. —An ordinary case of infantile eczema , 

. where the face is chiefly affected, the lesions con¬ 
sisting of red, dry, irritable patches, covered with 
small papules, or scaly; where the skin looks dry , 
thin, and shiny, and where even slight rubbing 
would transform it into a ft oozing patch. 

In such a case the affected skin requires to be 
cooled, soothed, and protected. For this purpose 
| the ordinary zinc ointment which is commonly 
1 applied as a routine treatment is a harsh remedy; 

| it contains more than a drachm of zinc oxide to 
I the ounce of benzoated lard. Half that amount 
, of zinc oxide, or still better, oleate of zinc, is 
sufficient, and instead of the benzoated lard a 
more soothing base is some form of bland ointment 
j or cold cream, a useful formula for the latter 
I being Cerae alb. 5j, cetacei 5iss, aq. rosse Jss, 

| ol. amygdalae 3j. Where the irritation is severe, 

! various anti-pruritic remedies may be incorporated 
in the ointment, of which tar is one of the most 
useful. To the ounce of the zinc oleate and cold 
cream ointment, add 10 to 20 minims of . the liq. 

I picis carbonis or of pix liquida, the amount of tar 
being added with caution and gradually increased. 

I For the same purpose, instead of tar we may 
employ menthol gr. ij, carbolic acid gr. v, or tr. 
camphor it^v added to the ounce of the ointment. 

Another useful addition to the zinc cream where 
j there is moisture or marked inflammation is 10 to 
I 15 gr. of acetate of lead. If there be much oozing 
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the amount of zinc may be gradually increased, 
and 10 to 30 gr. of some bland absorbent powder 
such as magnesium carbonate or bismuth subnitrate 
added. Another method of counteracting the 
oozing when it has persisted for some time is 
to paint the part with a 5 per cent, solution of 
silver nitrate, and then apply a soothing ointment 
such as pb. acetat gr. x, zinci oleat. gr. xx, ungt. | 
aq. rosse ad 3j. 

The proper application of these ointments is a j 
matter of almost as great importance as the choice j 
of the ingredients of them. They should always 
be spread thickly on lint, and kept continuously 
applied under a bandage, or in the case of I 
the face by a mask cut out of thin cotton, suffi- , 
ciently large to go under the chin, and to extend j 
back over the ears, with holes cut for the nose, 
eyes, and mouth, and kept in position by tapes j 
tied at the back of the head. These dressings 1 
should be renewed two or three times during the 
day and night, but the child should not be 
wakened up to do so. When the part is dressed 
if there is any crust or discharge which requires 
removal this should be done by wiping the part 
with almond oil, or bathing it clean with warm 
water to which 10 gr. of sod. bicarb, have been 
added, then drying it by dabbing it with cotton 
wool before applying a fresh dressing of the oint¬ 
ment. 

In the acute stage cooling lotions which leave a 
sediment, such as zinc-calamine lotion, are not so 
satisfactory as the ointments. The dressings must 
be kept continuously moist with them and in this 
way the skin becomes macerated and sodden, or if 
allowed to dry becomes covered with a thick 
adherent crust or cake and the skin tends to crack. 
On the other hand, when the acute stage is past 
and all that is left is an erythema in patches, such 
lotions are comforting and allay the irritation. A 
useful formula for such a lotion is calam prep, 
gr. xxx, zinci oxidi gr. xv, glycerine n^x, acidi 
carbolici ttliij, aq. dest. 3j. 

Should the eczematous patches on the face have 
become secondarily infected with' pus cocci and a 
purulent dermatitis have.resulted, it is necessary to 
employ an antiseptic ointment in the first instance, 
such as 51 hyd. ammoniat. gr. xiv, to vaseline 3j> 
after removal of the crusts. 

Type 2. — Where theface presents dry, scaly patches 
of seborrhccic dermatitis and the scalp is plastered 
over with yellow, greasy crusts. —In such cases the 
scales must first be removed by washing with soap 
spirit and the following ointment rubbed into the 
scalp after drying it: £. Sulphur precip. gr. x, acidi 


salicylici gr. x, vaselini Jj. When the patches on 
the face are not much inflamed the same ointment 
may be rubbed into them, as the skin is not so 
readily irritated by strong remedies as it is in the 
first type of infantile eczema. If the skin has been 
much rubbed the patches may undergo an acute 
inflammatory change and become like those of 
Type 1, in which case the treatment must be 
milder and on the lines of that described above. 

Type 3. — Where the eczema is situated on the 
trunk. — The kind of treatment in such cases 
depends on the situation of the lesions and the 
amount of inflammation. In the case of inter- 
triginous patches most commonly situated about 
the genitalia and between the buttocks and thighs, 
patches which are much inflamed, moist, and tender, 
rather than itchy, the skin should be bathed with 
hot water and bran to remove the discharges, and 
dabbed dry and dusted over with powder before 
applying any ointment. It is not good to put on 
much powder if there is a discharge as it will only 
form a hard cake. To heal and soothe the skin 
the following antiseptic cream is useful: Jjl. Calam. 
prep. gr. xx, zinci oxidi gr. x, hyd. am. gr. v, aq. 
calcis 3ss, ol. amygdalae 5j. 

It is sometimes an advantage to insert strips of 
cotton wool between the surfaces which rub to¬ 
gether, but as a rule this is unnecessary. Of course 
the diapers should be changed frequently, as the 
excreta are important factors in maintaining the 
condition. 

When the eczema occurs in the form of inflamed 
papular patches over the trunk and limbs, a different 
treatment is indicated. As a rule these lesions 
will readily resolve under the zinc and tar ointment 
already mentioned. Where the area involved is a 
large one and the trunk is extensively covered, the 
zinc calamine cream is useful, or the application of 
a piece of lint soaked in calamine lotion. Where 
there is much irritation without much inflammation 
being present, a mild tar lotion with or without the 
addition of the subacetate of lead may be used to 
allay it, such, for example, as liq. carbonis detergens 
two parts, liq. plumbi subacetatis one part, a tea¬ 
spoonful to be added to a pint of tepid water. 

The above short outline of the local treatment 
will, I trust, serve to show the general principles 
which should be our guide in the selection of a 
remedy, but, as already stated, the precise treat¬ 
ment to be adopted must be decided after careful 
consideration of the merits of each case. 

The prognosis in cases of infantile eczema is 
almost invariably a good one, and the disease is, as 
a rule, a curable affection. To accomplish the 
cure, however, requires patience and skill, and 
most important of all, the attention to every detail 
in connection with the general health of the infant, 
its hygienic surroundings, daily life, and in the 
selection and proper application of local remedies. 

July 22 nd, 1907. 
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WITH DR. E. I. SPRIGGS AT | 

ST. GEORGE’S HOSPITAL. 

_ | 

(Concluded from page 224.) 

Exophthalmic Goitre and Mitral Regurgitation . | 
This patient was in the hospital five months ago 
for exophthalmic goitre, and sought admission i 
again because of the onset of severe shortness of j 
breath and swelling of the legs. You see that she is ! 
sitting up in bed and breathing fast, and has obvious 
exophthalmos. Her pulse beats now at 100, but it ! 
was formerly at 130 to 150. The thyroid body is 1 
enlarged and you can notice by her restless move- i 
ments and way of answering questions that she is 1 
very nervous, though there has been a great im¬ 
provement in this respect also. Tremor of the j 
hands is hardly noticeable. She has now been in 
the hospital for more than a fortnight, and has 
been kept entirely in bed. Complete rest and 
isolation as far as possible are of the greatest value 
in the treatment of this disease. This patient has 
also had five minims of antithyroidin in a little 
milk for some time past. I want to call your 
attention to the complications which are, or have 
been, present. A systolic bruit is frequently heard 
at the mitral area in exophthalmic goitre, and does 
not necessarily mean an incompetence of the 
mitral valve, any more than it does in normal 
persons when the heart is beating with excessive 
rapidity owing to nervousness and excitement. 
When you examine this patient’s heart, however, 
you find that the apex beat is in the sixth space 
an inch outside the nipple, and the area of cardiac 
dulness much increased, and that the murmur of a 
blowing character which is present partly replaces 
the first sound and is audible into the axilla. So 
that she is the subject of mitral regurgitation, 
and this explains the swelling of the legs which 
accompanied the onset of symptoms a fortnight 1 
before she came in, and is partly responsible for 
the shortness of breath from which she suffered, 
the rapidity of breathing common to the disease 
being aggravated by the presence of a backward- 
pressure oedema of the lung, as evidenced by fine 
rales heard at the bases. In the absence of a 
history of rheumatism we may assume that the 
dilatation of the left ventricle and the reflux 
temporarily produced in repeated attacks of pal¬ 


pitation have become permanent, and have been 
followed by hypertrophy of the left ventricle. 

Soon after she came *in another complication 
appeared in the form of what was apparently an 
attack of acute bronchitis. This was no doubt 
predisposed to by the bad circulation in the lungs, 
but we thought that it was not directly due to it 
because the heart’s condition was improving when 
the attack came on, and the sequel showed that 
we were right for the temperature rose to ioi°F.,and 
later a patch of solid lung appeared, with the usual 
signs of pneumonia at the left base. The attack 
did not in itself appear to be severe for it did not 
add much to the respiration and pulse-rate, and 
the temperature fell in a day to ioo°F. and did not 
exceed this again, dropping to normal on the 
sixth day; nevertheless the patient’s condition 
was alarming. Respiratory complications are not 
common in exophthalmic goitre. In 120 cases 
reported by Dr. George Murray to the Royal Medi¬ 
cal and Chirurgical Society, excluding phthisis, 
I think there were only two or three cases, and not 
one of pneumonia. But I should always look 
with anxiety upon the onset of lung trouble, and 
particularly when associated with profuse expectora¬ 
tion, for I have seen a patient with Graves’ disease 
die very rapidly in such a condition. In this case 
a happier result has followed. When we found the 
lungs were full of secretion we gave her eight drops 
of tincture of belladonna and seven of tincture of 
strophanthus every four hours, and continued this 
for two days, at the end of which time she was no 
I better. We therefore replaced this medicine by 
! one containing fifteen drops of tincture of digitalis 
and twenty-five of aromatic spirits of ammonia, 

, repeating the dose in two hours, and then in 
four hours, and after that giving half the quantity 
every four hours. Some of you saw the remark¬ 
able effect. Within twenty-four hours the respi- 
l ratory distress was much lessened. The pulse 
became slower, the bronchitic signs cleared up, and 
a couple of days later the attack came to an end on 
the sixth day in a normal way. We still kept on 
the medicine, and the pulse, the breathing, the 
exophthalmos, the nervousness and the appetite 
have continuously improved. One cannot form an 
opinion in this case as to whether the antithyroidin 
had any effect, for, as you have seen, we were 
obliged to give other medicines as well in order to 
treat the urgent condition which arose. 
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Chronic Nephritis. 

I should like to call your attention to the diet of 
this patient. He is suffering from a mild form of 
chronic nephritis. The symptoms of lassitude and 
giddiness of which he complained before coming 
in were probably as much due to alcoholic dys¬ 
pepsia as to the nephritis itself. The urine is of 
normal specific gravity and quantity, and contains 
albumen and casts. Rest in bed has reduced the 
albumen to a low figure—5 parts per thousand. I 
must remind you that the estimation of the 
albumen in urine is misleading, unless the'specimen 
is a sample of the mixed twenty-four tyours urine, 
and the same may be said of the urea or total 
nitrogen. * With this proviso, however, the per¬ 
centage of urine is a guide to the progress of the 
case, and Emerson has shown that it rises with a 
rise of temperature and with an unsuitable diet^ 
and tends to become regular as the case becomes 
chronic. In this patient the percentage has fallen 
daily. We are giving him a diet of milk with 
bread and butter, and some meat and fish, the 
proteid elements being only in small quantities. I 
am not now speaking of acute nephritis, but chronic, 
and in this condition remember that milk, in suffi¬ 
cient quantity to keep up the weight, supplies 
much more proteid than is necessary. Whatever 
may be said as to the benefits, or the reverse, of 
much proteid in an ordinary diet, in a nephritic it 
should be kept to a moderate figure, about 60 
grams a day. The following diet contains a little 
over this quantity : i£ pints of milk, 8 oz. of pota¬ 
toes, 12 oz. of bread, 4 oz. of beef, 4 oz. of milk 
pudding, and 1 oz. of butter, and furnishes about 
1560 calories, which is enough for this man as long 
as he is lying in bed. For a heavier man, or for 
this man when he gets up, more caloric value will 
be needed. The addition of arrowroot and cream 
will raise the food value without affecting the pro¬ 
teid. For instance, a quarter of a pint of cream 
and two ounces of butter would raise the value to 
2100 calories, and Some of this could be used in 
the cooking as well as given with the bread and 
potatoes, so that the patient need not be nauseated 
with such a quantity of fat. As to the kind of 
proteid which may be ordered, simple foods, such 
as fish, fowl, mutton, and beef, do not injuriously 
affect the albuminuria or the kidneys. This has 
been shown by several careful experiments. Beef 


and mutton only do harm when too much is given, 
or in an unsuitable form. Highly seasoned and 
indigestible foods must not be allowed. Boiled 
meats are better than roast, because they contain 
less extractives. Eggs may be given with bread 
and butter, and their albumen is not passed out in 
the urine unless they are taken raw, stirred up in 
fluids. Now, over and above ail this, remember 
that one of your first duties is to feed the patient 
in ail chronic diseases. Whenever you are specially 
dieting anyone, weigh him at intervals, and if the 
weight is not kept up, add liberally to the diet, and 
do not depress the patient by telling him how 
much he has lost. In nephritis let your additions 
be of fat and carbohydrate, rather than of proteid, 
provided that the amount of proteid does not lie 
below the figure I have already mentioned. 


Fibroid Heart. 

Here is a patient who was thought to be suffer¬ 
ing from disease of the lungs. He said that he 
had had a cough for a year, formerly had sweated 
freely, and for a fortnight had brought up blood in 
the phlegm. His lungs gave the signs of bronchitis, 
most marked at the bases, and when he was ad¬ 
mitted no murmurs were heard over the cardiac 
area, although the apex beat could be best felt 
below and a little outside the nipple. He said he 
had had chronic rheumatism for some months 
twenty years ago. His cough was very trouble¬ 
some, and kept him awake at night. On coming 
into the ward I was impressed by the fact that he 
did not look like a case of bronchitis, and still less 
like one of phthisis. He is not wasted, sits 
propped up in bed, and has a faint suspicion of a 
yellowish tinge, and a drowsy, stuporous look, 
although he is quite intelligent and can answer 
questions without delay. The liver cannot be felt, 
but its dulness extends for three inches below the 
costal margin, and this, together with the faint 
tinge, might give rise to the suspicion of cirrhosis, 
especially as an inquiry into his habits suggested a 
regular indulgence in a good quantity of alcohol 
for many years. The hypertrophy of the heart 
suggested kidney disease, especially as the arteries 
were thick, although not excessively so for his age, 
which is 68. But an examination of the urine 
showed it to be of normal specific gravity, not 
excessive in quantity, and containing no albumen, 
and albuminuric retinitis was not present. We 
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were, therefore, looking for some other explanation 
of all his symptoms until, while going over his 
chest, I noticed that the cough occurred at almost 
regular intervals, was explosive in character, and 
accompanied by great restlessness, whilst in between 
he showed no desire to do anything except lean 
back against his pillow. In fact his breathing was 
of the Cheyne-Stokes’ type, and it is at the present 
time to a less extent. Notice that he does not 
stop breathing for a long interval, neither do the 
respirations show an obvious gradation in depth 
until you look carefully for it. But when you do 
that it is clear enough. 

Cheyne-Stokes’ breathing, in a mild degree, is a 
comparatively common phenomenon. Dr. Pembrey 
has shown that it is due to a lessening of the excita¬ 
bility of the respiratory centre, so that the quantity 
of carbon dioxide which circulates in ordinary blood 
is not sufficient to excite the nerve-cells. The 
result is that the impulses sent out to the respira¬ 
tory muscles become feeble, as in this case, or 
cease altogether for a time, as in more severe cases, 
until the blood becomes loaded with carbon dioxide 
up to a point which arouses the torpid cells. These 
then enter upon a phase of excessive activity, often 
accompanied with some excitement. Now the 
cause of this depression of excitability in the 
respiratory centre in the medulla is usually a poor 
circulation, and as soon as we recognised the mild 
degree of Cheyne-Stokes’ breathing, attention \yas 
directed to the examination of the heart. I have 
said that on admission the impulse had been noted 
to be in the sixth space outside the nipple. On 
first placing my stethoscope upon the impulse, 
nothing was heard but a rather weak first, and a 
distinct second sound, but the sounds gave the 
impression, which you must have experienced on 
examining the heart, or if not, which you will 
experience, that if one listened long enough a bruit 
would be heard, and on obtaining absolute quiet in 
the ward, a very soft, blowing, systolic bruit became 
audible, following, and partly synchronous with, the 
weak first sound. Since then repeated examina¬ 
tions have shown that this very faint bruit is always 
present; it is heard an inch or two into the axilla 
and immediately in the neighbourhood of the apex 
beat. 

This patient, then, is suffering from a dilated 
and hypertrophied heart with mitral reflux, the 
cardiac muscle being probably largely replaced by 


fibrous tissue. You will see now that this diagnosis 
is in accordance with the history of rheumatism, 
and of alcohol, and explains the bronchitis and 
haemoptysis, the enlarged liver with faint jaundice, 
and some slight oedema of the legs which is 
present, as all due to backward pressure. It does 
not, of course, exclude the possibility of some 
cirrhosis of the liver being present. The deficient 
circulation is also the cause of the Cheyne Stokes’ 
breathing. 

He has now been some time under treatment. 
Ten drops of tincture of digitalis with five of 
solution of strychnine were given every four hours 
for a few doses, and then every six hours. The 
strychnine has now been replaced by twenty-five 
drops of aromatic spirits of ammonia. *The use¬ 
fulness of digitalis is, of course, lessened in so far 
as there is fibroid or fatty change in the heart 
muscle; it can still exert its influence upon those 
muscle-fibres which are active. In this instance 
the pulse became slower by ten to twelve beats per 
minute, the quantity of urine passed was greater 
than before, and the Cheyne-Stokes’ breathing 
much less marked, the moments of restlessness 
which formerly occurred at the acme of each cycle 
entirely disappearing, although some rhythmical 
breathing could still be noticed on careful observa¬ 
tion. Six days ago the digitalis was omitted, the 
blood-pressure on that day measuring 160 mm. of 
mercury. His condition has continued to improve 
markedly. To-day the blood-pressure is 150 mm. 
He will probably remain in a fairly satisfactory 
condition unless he attempts to undertake any 
serious exertion, but neither his heart nor his 
blood-vessels are in a condition to stand any strain. 

Paraffin Injection Treatment of Inguinal 
Hernia. —Dr. M. L. Harris of Chicago, in the 
course of a paper on this subject, said that this 
pernicious method had been introduced fifty years 
ago and had been used extensively throughout the 
West by itinerant quacks. It’had universally been 
proved not to be permanent, and many accidents 
had followed its use. As to the position of the 
paraffin, he had found that in some cases it had 
been injected directly into the cord, in some into 
the tissues of the external oblique. He thought 
that it should be condemned as unsuccessful and 
unsurgical .—Medical Record , vol. lxxii, No. 1. 
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TWO CLINICAL LECTURES 

ON 

INTRA-THORACIC ANEURYSMS 
AND TUMOURS. 


By FREDERICK TAYLOR, M.D., F.R.C.P., 

Consulting Physician to Guy’s Hospital; Physician to 
the Seamen’s Hospital, Greenwich. 


Lecture I. 

Gentlemen,— I announced as the title of my 
lecture, “Intra-thoracic Tumours”; I mean there¬ 
by aneurysms as well as new growths, using the 
term “ tumour ” to include all swellings or obstruc¬ 
tions such as an aneurysm may form. I will first 
of all call your attention to a case of a man, aet. 
39 years, a carman by occupation. He gives us the 
following history : He says that he had inflamma¬ 
tion of the lungs when a child, but he has never 
been in bed with illness since. He says he had 
running from the urethra fourteen years ago, but 
was not confined to bed with it. He denies having 
had syphilis, and does not remember having had 
any sore or rash. He is married and has seven 
children. The eldest died in infancy, the other six 
are alive and well. The man was well until eight 
weeks ago, and then had pain in the lower part of 
the sternum. The pain came on gradually ; it has 
never been severe and has never kept him awake at 
night. Three weeks ago he saw a * doctor and was 
told by him to go to bed and stop there ten 
days ; but he did not get better. At the same time 
he began to cough and has done so ever since. 
The pain has gone from the lower part of the 
sternum during the last fourteen days, but he feels 
the same kind of pain over the upper part and 
under both clavicles. He had a good deal of pain 
in the left shoulder, and also down the left arm. 
He is a strong, healthy-looking man, and coughs a 
little, but does not expectorate at all. He has 
stridor, that is to say his breathing is somewhat 
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noisy ; but it is not heard at a great distance, and it 
is necessary to go rather near him to detect it. He 
tells us there is pain over a part of the sternum and 
over the inner halves of both clavicles. It is to be 
noticed that the left side of the chest does not 
move as well as the right during respiration, and 
the left side looks fuller than the right. Tactile 
and vocal fremitus are normal on the right side, 
but almost absent on the left. The left side of the 
chest appears to be more resonant than the right. 
On the right side the vesicular murmur is exag¬ 
gerated ; the breathing is compensatory. The voice 
sounds are decreased on the left side. There are 
no rales or bronchial breathing on either side. No 
difference is observed in the two radial pulses. 
The impulse of the heart cannot be seen, nor can 
pulsation be seen anywhere in the chest. No 
impulse or thrill can be felt, and no cardiac dulness 
in the normal position. There is dulness over the 
lower one and a half inches of the sternum, extend¬ 
ing two inches to the left of the sternum. The 
heart-sounds are not very audible on the left side 
in the normal position of the impulse, but they 
can be heard better on the right side of the 
sternum. There are no bruits. The pupils are 
equal. He has, it is said, tracheal tugging. On 
examination with the laryngoscope there was 
obviously paralysis of the left vocal cord. Those 
are the main facts of this case, and I would only 
say further that he came in only three days ago and 
this report accords with the examination which 
was made of him two days ago. The diagnosis 
we have made of the case is, that the patient has an 
aneurysm of the arch of the aorta, compressing the 
left bronchus and the left recurrent laryngeal nerve. 

Now here are the notes of a case which presents, 
perhaps, greater difficulties. It is that of a man, 
aet. 49 years, who came in five weeks ago, com¬ 
plaining of pain in the left side. He has had 
seven children. One brother died in an accident. 
One sister is alive and well. The father and 
mother are dead, and there is no history of con¬ 
sumption. He has been a cellarman for some 
years. He had diphtheria eighteen years ago, and an 
inflamed vein after influenza seventeen and a half 
years ago. There is no history of Bright's disease, or 
gonorrhoea, or rheumatism, of sickness or dyspepsia. 
He was well until eight weeks ago, and then had 
pain in his left side, which was worse every time 
he breathed. He went to bed, and has been there 


since. The pain was bad for over a week, and 
then became a great deal better. He has not 
had cough. During the last fortnight he has been 
improving, and still continues to do so. A week 
ago he coughed up half a pint of white phlegm. 
He has never done that before or since. He says 
he has for three weeks felt a rubbing sensation in 
his chest at a point which corresponds to his pain, 
and here a rub can be felt. He has lost a stone in 
weight since he has been in bed. On admission, 
there were dulness at the base of the left chest, 
loss of tactile vibration, and loss of breath sounds. 
The dulness in front extended from the horizontal 
level of the nipple downwards. The percussion 
note alters at the vertical nipple line to the more 
pronounced dulness over the heart. Behind there 
is dulness from the costal margin to an inch above 
the lower scapular angle. The voice sounds are 
diminished, but there are no riles or bronchial 
breathing. The day after his admission a needle 
was introduced into the left side at the ninth space 
behind, and rather dark bloody fluid was evacuated, 
which looked like altered blood. The result of 
cultivation of this fluid was negative after three 
days. The chest has been explored a second 
time, and blood has again been drawn. More 
recently an enlarged gland, hard and irregular in 
shape, has been found in the left groin, just above 
Poupart’s ligament; probably it is a mass which 
consists of more than one gland. 

I have put those cases side by side as represent¬ 
ing at all events two possibilities with regard to 
tumours of the chest. You must remember that 
the chest is a very large space, and that there is, 
therefore, plenty of room for tumours. But as a 
fact, the tumours which we meet with in the chest 
are mainly situated in the centre. These dia¬ 
grams which I have here will suffice to remind 
you of the anatomy of the inside of the chest. 
The left bronchus lies beneath the arch of the 
aorta, and the left pneumogastric nerve comes 
over the front of the aorta, giving off the recur¬ 
rent laryngeal nerve, which passes up at the 
back of the chest into the neck to reach the 
larynx. And there are numerous glands in the 
centre of the chest and below the trachea, and 
they may become the seat of inflammation, such 
as may result from acute pneumonia. These glands 
are sometimes caseous and may subsequently form 
abscesses. They are not infrequently malignant. 
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either carcinomatous or sarcomatous ; or they may 
be lymphadenomatous, as a part of Hodgkin’s 
disease. The importance of the anatomy of this 
region is this : that we have two classes of swelling 
at any rate arising in the chest, one of which is 
aneurysm, the other new growths, or neoplasms. 
An aneurysm most often arises from the aorta, but 
it may arise from, or involve one or two of the 
large vessels, which come off from the aorta. 
Pressure may be exerted by aneurysm on almost 
all the structures of the chest, according to the 
situation of the enlargement, and according as the 
aneurysm projects in one or other direction. The 
pressure may be on the trachea, or on one or other 
of the arteries; it may cause a stricture of the 
innominate vein, or of the superior vena cava ; there 
may be pressure on one or other bronchus, or 
upon the recurrent laryngeal nerve, or upon the 
vagus nerve. And when you consider all the 
structures, organs, and ducts or tubes contained 
within the chest, you will see what variety of sym¬ 
ptoms may be expected. In these lectures I shall 
bring the records of some cases before you, group¬ 
ing those which appear to be alike, and con¬ 
trasting those which are different. And as a 
preliminary I have brought before you these two 
cases, the notes of which I have briefly given. 
In the first we have come to the diagnosis that 
he has a tumour, and probably an aneurysm in 
the position to which attention has been drawn : 
and in the other case, from the fact that there is 
an effusion of blood into the pleural cavity, appa¬ 
rently spontaneous, we must consider the possi¬ 
bility of his having a malignant growth in the chest 
from which such haemorrhage may have proceeded. 

Now, in the first case we have reason to believe 
that there is a tumour in the situation which I have 
indicated. I have mentioned as the commoner 
forms of tumour lymphadenoma and sarcoma and 
carcinoma, and in connection with them, as a pos¬ 
sible cause of pressure, I ought also to refer to 
mediastinitis, or inflammation of the mediastinal 
tissues, which is sometimes primary and sometimes 
arises from the presence of caseating glands. 
Besides carcinoma of the mediastinal glands, there 
may be carcinoma in the oesophagus, and carcinoma 
arising primarily in the bronchus. Exceptionally 
there occur hydatid cysts, and dermoid pysts 
have been occasionally seen, but they also are 
so rare that they need not be taken into considera¬ 


tion. As a rule, in these cases the diagnosis has 
to be worked out from the anatomical standpoint. 
You take the symptoms which the patient pre¬ 
sents and the physical signs which you can find 
when you examine the patient, and you find there 
is disturbance of functions in certain parts, and 
that leads you to locate the disease in a certain 
part of the chest; from that localisation you should 
draw deductions from your experience as to what is 
likely to be the nature of the disease. It is almost 
exactly the same course as one pursues in regard 
to diseases of the brain and spinal cord. The 
diagnosis is in the direction of finding out what 
anatomical disturbance exists—that is to say, how 
a particular tract or nerve is cut into, interfered 
i with, or pressed upon so as to interrupt the course 
of the nervous impulses—and after arriving at this 
information you are able to locate the disease in 
one or other spot, as e.g . in the top of the spinal 
cord, or in the centre, or in some part of the brain. 
One must also remember that the structures I have 
mentioned — bronchus, trachea, oesophagus, and 
nerves—may also be interfered with by other things 
than tumours. For instance, if I have come to the 
conclusion that there is some source of pressure at 
this point, it still remains possible to conceive that 
something else than aneurysm or even some¬ 
thing else than a new growth may produce the 
result. For instance, if a large vein be pressed 
upon by aneurysm in one case, or a growth in 
another, it is still possible that in a third case the 
vein may be constricted by fibrous thickenings 
outside in the connective tissue, or may be ob¬ 
structed by a thrombus. The oesophagus is often 
obstructed by a malignant growth, but it is some¬ 
times obstructed in consequence of a stricture 
following upon corrosive poisoning; sometimes by 
an aneurysm pressing upon it externally. These 
additional facts have to be observed in connection 
with any case which you are called upon to deal 
with. 

The first case which I have described is of a 
kind which is relatively not infrequent, that is, 
the association of these two conditions: obstruc¬ 
tion of the left bronchus, and pressure upon 
the recurrent laryngeal nerve. What is the evi¬ 
dence of obstruction in this case? I may tell 
you that when we first came to the patient we 
did not at once determine that the left bronchus 
was obstructed, but we discussed with considerable 
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interest the possibility of his having a pneumo¬ 
thorax. Now, as to pneumothorax, we obtain a 
very good percussion note at any rate. There 
might be differences of opinion as to whether it 
was fuller or not, but it was a good percussion 
note; and there was almost complete silence as 
regards a vesicular murmur. The next point was 
to discover whether the heart was displaced or 
not. There was, to my mind at all events, no 
doubt that the precordial dulness was diminished, 
that instead of having precordial dulness corre¬ 
sponding to the fourth costal cartilage, and two 
cartilages below that, the dulness was not present 
over this area to the degree which is normal. And 
I made out, satisfactorily I think, that there was 
some dulness of the chest over the centre of the 
sternum, as if the heart was shifted. On inves¬ 
tigating the heart sounds it is true, as stated in the 
report, that we heard the heart sounds fairly well, but 
we also heard them markedly somewhat to the right 
of the sternum. So our prejudices were in favour of 
the possibility of his having pneumothorax. We j 
then tried that test for pneumothorax which one j 
commonly employs, namely, placing the stetho¬ 
scope on the chest, and placing a coin on the 
surface of the chest, and tapping on another coin 
so as to get what is known as a bell sound, or 
bruit (Tairain. We failed to elicit that, although 
we tried in various positions. The next point to 
which it was necessary to draw attention was that 
his voice was a little husky, and that he had a little 
stridor when he breathed, and did not get the 
air to pass quite noiselessly through his upper 
respiratory passage. When there is a tumour or 
aneurysm in the thorax you may get obstruction 
to the respiration in two ways : you may have the 
trachea directly pressed upon, or you may have the I 
recurrent laryngeal nerve pressed upon, and its 
power of transmission of impulses interfered with, 
so that one or more of the laryngeal muscles is 
paralysed. In either case there is a narrowing of 
the respiratory passages. If the left recurrent 
laryngeal nerve is pressed upon, the left vocal cord 
is paralysed, and it is always first of all paralysed 
in the function of abduction : there is abductor 
paralysis. The right vocal cord moves freely, and 
is drawn fully aside during inspiration. But the 
left cord lies close to the middle line; and when 
the disease or the pressure has gone on for a 
sufficiently long time, the cord remains in a 


position of more or less permanent adduction; it 
is not drawn fully aside when the patient breathes. 
For the purposes of phonation the patient brings 
the right cord to meet the left cord, and so he can 
talk fairly well though his voice may be husky. 
But when he takes a deep breath his left cord 
remains near the middle line, stands in the way 
of the current of air and causes the stridor which 
one hears in these cases. In this patient the left 
cord is certainly paralysed, and the right cord is 
active. Whether in such a case the trachea is 
pressed upon or the larynx is involved in this 
I way it is not easy to say, unless one looks with 
the laryngoscope and so determines it by seeing 
what is the condition of the cord, whether healthy 
or paralysed. Of course it is possible he may have 
both conditions; the fact that the larynx is para¬ 
lysed does not exclude the possibility of pressure 
on the trachea. But if the patient has stridor you 
have very good reason to suspect that he may 
have some tumour present in a situation to pro¬ 
duce one or other of these effects, and you must 
seek for confirmation in other symptoms. 

I have another case which I may mention in this 
connection. It is that of a man who is in the 
Seamen’s Hospital, who has an obvious aneurysm 
pulsating all over the upper part of the sternum; 
the left clavicle is thrown forward nearly an inch 
by the aneurysm and the patient is in a good deal 
cf distress, and thus the condition is a very obvious 
one. He has dulness over the sternum correspond¬ 
ing to his aneurysm, and has a diminished respira¬ 
tory murmur over the upper part of the left chest, 
both in front and behind. He also has a husky 
voice, and somewhat noisy cough in consequence 
of the vocal cord being inactive during coughing. 
The laryngoscope shows that he also has paralysis of 
the left vocal cord. There is the same combination 
of symptoms as is present in the first case, namely, 
diminution in the breath-sounds of the left chest 
in consequence of pressure on the left bronchus, 
and pressure on the recurrent laryngeal nerve of 
the same side. 

But I have gone rather far ahead, because I was 
discussing whether pneumothorax was present. If 
the laryngeal sign had not been present I think we 
| might have doubted whether he had pneumothorax 
or whether it was simply a compressed bronchus. 
But the stridor and paralysed left vocal cord could 
| not be produced by pneumothorax; and, on the 
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other hand, they strongly suggest a lesion in the 
position I show you on the diagram. You may ask 
is that a common source of difficulty, namely, that 
pneumothorax may be suspected when the real 
condition is compression of a bronchus ? I must 
confess that the difficulty has occurred to me a 
few times. The essential feature in both cases is 
an absence of respiratory murmur with retained 
resonance. It is true that in pneumothorax the 
resonance should be tympanitic, that on forced 
respiration there maybe a faint amphoric respiration, 
that the bell sound is often obtained, and sometimes 
metallic tinkling. But you must remember that 
all the characteristic physical signs of a lesion are 
not present in every case; one or other may be 
absent, or badly marked; and so, when we found a 
resonant chest with silent respiration, and appa¬ 
rently a heart displaced to the right, we felt that we 
must give respectful consideration to the possibility 
of pneumothorax. 

I will now mention a case in which the early 
condition was somewhat similar, and which shows 
what the course and termination may be. A 
man, aet. 31 years, came in with the history that 
five weeks previously he had had headache and 
shivering, and a pain in the left side. We exa¬ 
mined his chest and found a deficient vesicular 
murmur, deficient vocal resonance, deficient tactile 
and vocal fremitus, and deficient movement of 
the left side of the chest. Knowing, of course, 
the possibility that it might be due to compres¬ 
sion of the left bronchus we had him skiagraphed, 
but with only negative results. Later on the 
condition was modified, for in the place of the 
uniform resonance over the left chest there was 
some dulness at the base, and then the possibility 
of pleurisy was entertained. He was explored at 
the left base, and an extremely small quantity of 
fluid was drawn off, but aspiration failed to draw any 
more. Inoculations were made into a guinea-pig. 
The guinea-pig died but did not breed tubercle or 
any other recognisable infection. Later, the patient 
had more severe pains in the back extending 
round to the chest; he perspired freely, and had a 
good deal of fever of a hectic type. Afterwards 
he had cavernous breathing at the upper part of 
the chest, in front and behind. He had, at that 
time, a dry cough, but no expectoration. Later 
on he was explored in the ninth space and 
some blood was draw off. The needle was then 


passed into another space a little way from it, and 
again blood came away. No further operative 
measures were carried out. He had continuous 
pain during the next month or two, was getting 
weaker and losing flesh, and had been suffering a 
good deal. Seven months after admission there was 
dulness over the left chest, no vesicular murmur on 
the left side, and there was diminished tactile and 
vocal fremitus. He was so ill that he was very 
seldom examined behind. But later on it was 
found that over the left side of his chest there 
was a large, oval, pulsating swelling extending from 
the spine to the posterior axillary line, just below 
the angle of the scapula. 

He gradually became weaker, the swelling in¬ 
creased, the skin around became oedematous, and 
he died nine months exactly after his admission. 
At the post-mortem examination there was found 
a large aneurysm, “ as large as a cocoanut,” arising 
from the thoracic aorta below the arch. Its longest 
diameter was four and a half inches, and the poste¬ 
rior wall was six inches in diameter, it was firmly 
adherent to the border of the right lung, to the 
middle two fourths of the left lung and to the left 
bronchus. The weight of the clot contained in it 
was 420 grams, and the opening into the aorta was 
of the size of a half-crown. The bodies of the fifth, 
sixth, seventh, eighth and ninth dorsal vertebrae were 
eroded on both sides, and portions of the sixth, 
seventh, eighth and ninth ribs were eroded on tjie 
left side. The left lung was firmly adherent to the 
chest wall, especially behind, and the left pleura was 
much thickened. The left lung was a multi-locu- 
lated bag of pus, and the anterior wall was little more 
than the pleura, with a thin lining of lung tissue. 
The pus measured four pints. In the right lung 
were patches of septic broncho-pneumonia. 

The course of events in relation to the clinical 
features of the case was, then, obviously this : that 
the aneurysm compressed the left lung at its root, 
and led to the absence of respiratory murmur with 
persistent resonance. Subsequently air was ab¬ 
sorbed from the lower part of the lung so that the 
lung collapsed and resonance disappeared. Later 
there was bronchiectasis with excavation of the 
lung, which was revealed by the cavernous sounds ; 
and finally, the increasing aneurysm eroded the 
left ribs and showed itself as a pulsating tumour 
externally. 

There are some interesting facts to note. One 


Digitized by 


Google 




246 The Clinioal Journal. ] 


DR. FREDERICK TAYLOR. 


[July 31,1907. 


is that he never expectorated any pus, though the 
fluid must have been accumulating in his excavated 
lung for some time. Another is that though his 
temperature was hectic almost in the first weeks or 
months of his illness, his temperature had later been 
gradually getting lower and lower. It was falling 
from November 1st to November 16th, it ranged 
from subnormal to ioo° F. in the next four weeks, 
was normal and subnormal from December 12th 
to the 29th. After a slight rise during the next 
few days it was constantly subnormal, often 95 0 F. 
or 96° F. in the morning, and it remained sub¬ 
normal, but at a somewhat higher level till the 
end. So that in spite of this large amount of pus 
contained in the excavated lung, the temperature 
was not maintained even at the normal level. 
Thirdly, a point in which the case differs from the 
first we have considered: this patient did not have 
any laryngeal symptoms, that is, he did not suffer 
from any pressure on his recurrent laryngeal nerve. 
But you must understand that in him at any rate 
the physical signs all pointed to a lesion much 
lower down in the chest. It is tumours in the 
upper part of the chest which compress the 
recurrent laryngeal nerve. 

I want you to clearly understand that aneurysm 
may produce different effects in different cases 
according to the situation which it occupies. First, 
it may press on the bronchus so as to diminish 
the vesicular murmur while resonance may be re¬ 
tained. Secondly, you have the possibility of con¬ 
fusion with pneumothorax. Thirdly, if there is 
dulness at the base, as in the second case of 
which I have been speaking, there is a resemblance 
to the signs of fluid effusion. I hope at the next 
lecture to mention other cases which are somewhat 
like this, of tumour or aneurysm in which the fluid 
effusion has been the prominent feature, and in 
which one has to ascertain what is the cause of 
the fluid. 

We have, lastly, this condition which I have 
not enlarged upon very much, but which is a very 
important one, and which I shall refer to more in 
the next lecture, namely, the effect which a tumour 
or aneurysm pressing on the bronchus has in 
causing bronchiectasis. I have said that the lung 
was simply converted into a sac of pus, but I was 
not telling you how it was produced. It is pro¬ 
duced in this way : that the aneurysm or tumour 
compresses the bronchus, the secretions are in 


adequately expectorated, septic micro-organisms 
get in and changes take place in the fluid, but 
it is pus more or less under pressure and unable 
to be entirely evacuated. That leads to increasing 
dilatation of the bronchial tube, and a local bron¬ 
chiectasis is produced. 

The extent of lung affected will vary with the 
size of the bronchial tube, or the number of the bron¬ 
chial tubes compressed, and, as this last case shows, 
there may be almost total conversion of the lung 
into one large cavity. This occurs as a result of 
aneurysms, of sarcomatous growths pressing on the 
bronchus, of carcinomatous tumours arising in the 
bronchus itself, and of syphilitic stricture of a 
bronchus or the trachea. And please observe 
that it is a comparatively late development, and 
that the frequent course of events is, first, absence 
of vesicular murmur, a sign of the early pressure 
on the bronchial tube, secondly, dulness, as evi¬ 
dence of a compressed or collapsed lung, and after¬ 
wards cavernous breathing, showing that excavation 
has taken place. 

July 29/A, 1907. 


Constitutional Forms of Lipomatosis.— 

Kisch says that general adiposity may be divided 
into two types, the alimentary and constitutional. 
The first of these depends largely on the amount 
and nature of the diet, together with the bodily 
exercise taken. Certain cases do not come under 
this heading, however, and must be regarded as 
the result ot constitutional perversions of meta¬ 
bolism resulting from hereditary conditions or 
general disease. In some of these there may be 
a congenital peculiarity in cellular activity through 
which fat is preserved from oxidation and is 
deposited in the body; in others there may be a 
morbid alteration in the cellular decomposition 
processes, particularly regarding the breaking down 
of non-nitrogenous bodies. The treatment of the 
alimentary type of lipomatosis involves rigid dieting, 
and the daily calories may without danger be re¬ 
duced to 1100. The use of baths, mineral waters, 
and exercise contribute to the result. The treat¬ 
ment of constitutional adiposity is much more 
difficult and involves an improvement in the func¬ 
tion of the blood-forming organs, so that the 
cellular processes may be favourably modified. 
For this purpose resort to the iron baths and 
alkaline and acidulous waters, together with hydro- 
therapeutic measures, is of advantage, but the prog¬ 
nosis is never very favourable .—Medical Record , 
vol. lxxii, No 2. 
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WITH MR. WATSON CHEYNE AT 
KING'S COLLEGE HOSPITAL. 


Case of Caries Sicca of the Shoulder-joint . 

This man is set. 36 years. He is a coachman, 
and he comes complaining of pain in the right 
shoulder and loss of power in the arm. His 
paternal grandmother is said to have had phthisis, 
otherwise the family history is unimportant. His 
own previous history is that he had pleurisy and 
pneumonia on the left side three years ago, from 
which he made a good recovery. He has indulged 
moderately in both alcohol and tobacco. He has 
had several falls during his life, but he cannot 
remember injuring his shoulder. He has been a 
good deal exposed to wet and cold in following his 
occupation, but has never suffered from rheumatism. 
The present condition of his shoulder began with 
no definite injury. Eighteen months ago he first 
noticed pain in the right shoulder, especially when 
using the arm, and this has gradually become worse, 
and at the same time the movement of the joint 
has become more and more restricted. The 
condition seems to be unaffected by wet or cold. 
He has never had pain in any other joint or bone. 
He has been treated at a hospital for rheumatism 
by various baths and massage, but no good resulted. 
In January, 1906, he went to another hospital, 
where the arm was forcibly moved under an 
anaesthetic under the impression that the trouble 
was due to adhesions in the joint. But this also 
was without any benefit; indeed, after the forcible 
movement the joint became more painful, and an 
abscess formed and was opened, drained, and 
ultimately healed. Three scars are present on the 
anterior surface of the arm in its upper third as the 
result. Patient is a strong man, and generally 
healthy looking. The temperature on admission 
was normal. He occasionally suffers pain in the 
shoulder, but not as a rule when it is at rest; the 
pain is felt when he moves it or lies on that side at 
night: it often keeps him awake. 

On looking at the shoulder the first thing we 
notice is very marked flattening. Now, there are 
various things which may cause flattening of the 
shoulder. The most typical flattening is produced 
by dislocation of the shoulder-joint, because the 


head of the bone has left the glenoid fossa, and there 
is a hollow where the bone ought to be. Fracture 
of the anatomical neck of the humerus can produce 
slight flattening of the shoulder, especially if the 
arm slips forward, as it usually does in that 
accident. Fracture of the neck of the scapula may 
also produce a certain amount of flattening. 
Paralysis of the deltoid muscle produces flattening 
of the shoulder, because the deltoid muscle 
disappears, even though the head of the bone is 
still in the glenoid cavity. And, short of paralysis, 
anything leading to atrophy of the deltoid muscle 
will lead to some flattening of the shoulder. 
Atrophy of the deltoid muscle may follow a variety 
of things, such as injury to the circumflex nerve, 
disuse associated with trouble in the arm, and 
disease of the shoulder-joint. Thus, when we have 
to do with flattening of the shoulder we have to 
consider whether it is the result of injury, and if so, 
is it dislocation, or fracture of the anatomical n^:k, 
or fracture of the neck of the scapula ? Or, on the 
other hand, has there been an injury to the circum¬ 
flex nerve ? We have also to consider whether it 
is due to disease—for example, some disease of the 
shoulder-joint or some disease of the muscles. 
Here we have no history of injury, and if you 
have dislocation of the shoulder-joint you have a 
history of a fall or other severe injury. The only 
exception, I think, would be the dislocation in 
typhoid fever which sometimes occurs. This may 
not be noticed while the patient is ill in bed, but 
when he gets up he is found to have dislocation. 
This is most common in the hip-joint, but may be 
met with elsewhere. The absence of a history of 
injury similarly excludes any fracture, and also 
injury to the circumflex nerve. So I think we may 
exclude here flattening due to dislocation or 
to fracture. Besides, the flattening which we see 
here is not enough to be the flattening of disloca¬ 
tion. It is quite marked at the upper part where 
the deltoid is thickest, but below there is still 
bulging, showing that the head of the bone is in its 
normal position. 

This case has not, however, been supposed 
to be one of dislocation or fracture, but either of 
some disease in the joint or of adhesions. Taking 
first the question of adhesions in the shoulder- 
joint, you are not likely to get adhesions without 
some inflammation or trouble about the joint, 
such as fractures or sprain. And while speaking 
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of adhesions I may tell you what is meant by 
adhesions in joints, because some do not realise 
that there are two sorts of adhesions which you 
may get in a joint. The most common are adhe¬ 
sions between different parts of the capsule of 
the joint, the cartilaginous surface being perfectly 
sound. The other form is where there are adhe¬ 
sions actually between the articular surfaces : 
that is a different condition altogether. When 
you speak ordinarily of a joint with adhesions 
you are not thinking of adhesions between the 
bony surfaces, but of adhesions between the 
folds of the capsule where they happen to lie 
together. You have some synovitis—inflammation 
of the synovial membrane—in the neighbourhood 
of the injury, and then lymph is poured out. And 
if the joint is always kept in the same position that 
lymph collects at the part where there is an 
excessive quantity of synovial membrane. And 
refhember that the synovial membrane is always 
larger than the joint, so as to allow of movement 
of the joint. Thus, in every position of the limb 
there is always a pouch of lax synovial membrane. 
And in the shoulder-joint in the usual position the 
pouch is below, and it is there that the inflammatory 
lymph collects, and sticks together the two sides of 
this loose pouch. If the arm is kept at rest this 
lymph is organised into fibrous tissue, and the two 
sides of the synovial membrane become adherent. 
Hence, when you come to try to move the arm 
you find you are unable to move it from the side, 
because the capsule is too short. That is what is 
usually meant by adhesions in a joint, not adhesions 
between joint surfaces. The other set of adhesions 
in joints are fibrous ankylosis, where there are 
adhesions between the ends of the bones. But 
before this can occur there must be destruction of 
the cartilage, so it is a different process altogether. 
The adhesions which occur in hip-joint disease, for 
instance, are certainly adhesions between the ends 
of the bones, but they have been preceded by 
destruction of cartilage, and this is the result of 
disease of the bones, and not merely of synovitis 
of the joint. The ordinary adhesions which you 
brealq down under chloroform after fracture are not 
between the ends of bones, but in the capsule. 
In this case it was evidently supposed that he 
might have adhesions in the joint. That pre¬ 
supposes an inflammation of the joint or some 
disease of the surfaces which had stuck the two 


bones together. There is no history of any acute 
inflammation of the joint, or swelling, or pain, or 
a sudden onset. And further, the result of the 
violent movement was not any greater freedom of 
movement of the joint—in other words, did not 
break down any adhesions, but resulted in the 
formation of abscesses. Now, the breaking down 
of ordinary normal adhesions, though the joint may 
fill with fluid afterwards, does not lead to suppura¬ 
tion. But if you move a diseased joint where the 
ends of the bones are tending to stick together as a 
result of disease, then a violent wrench may lead 
to suppuration in certain cases. 

So I think we must come to the conclusion that 
the trouble in this case is due to some disease in 
the shoulder joint, and that it is not a case qf simple 
adhesions in the capsule. It was thought at one 
hospital that that disease was of the nature of 
rheumatism of the shoulder, or rheumatoid arthritis. 
On that diagnosis the proper treatment was pursued, 
namely, baths, massage, and movement. But it 
has been without effect in this case. Of course 
rheumatoid arthritis is a very common disease in 
people who are getting on in life, and where it 
affects one joint it is particularly common in the 
hip or the shoulder. And I can quite think that 
in the early stage it would be quite impossible to 
say that it was not a rheumatoid arthritis of the 
shoulder. But the fact that there have been 
abscesses in connection with it, and that the 
treatment did no good, rather throw discredit on 
the idea that it is rheumatism or rheumatoid 
disease. Rheumatism of the joint does not end in 
suppuration. If rheumatism is due to a bacillus, as 
it is supposed to be, at any rate it is not a pyogenic 
bacillus. On the other hand, the common 
inflammation of joints which leads to suppuration 
after months of disease is tuberculosis. Tubercu¬ 
losis does not lead to suppuration in the first 
instance, but after some months you will very 
often find abscesses forming in the neighbourhood 
of the joint. And those abscesses will more 
especially tend to form if there has been a wrench 
or excessive movement of the joint. You may say 
the objection to this diagnosis in the present 
instance is that there is no swelling about the joint; 
there is no fulness such as you would expect to 
find in cases of tuberculosis. The ordinary tuber¬ 
culous disease of a joint implies a big joint. The 
knee in tuberculous disease will be found to be 
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abnormally swollen ; also in tuberculous disease of 
the shoulder you will find the shoulder swollen. 
In this case there is no swelling of the shoulder. 
But it happens that there is a particular form of 
tuberculosis of the shoulder-joint which is not 
accompanied by swelling—what is termed caries 
sicca. It is seldom followed by suppuration, and 
is not accompanied by any thickening of the 
synovial membrane. In caries sicca the changes 
which occur are essentially in the bone: the bone 
becomes atrophied and thin and eroded, and the 
cartilage is destroyed over it. There is no marked 
thickening of the synovial membrane, and the 
condition may persist for a long time, the patient 
having constant pain in the joint, especially on 
movement and pressure, and the joint may be stiff. 
In the case of the shoulder the deltoid may 
atrophy, but there is no swelling at all correspond¬ 
ing to that of ordinary tuberculous disease. I 
think that this is a case of caries sicca for the 
following reasons: It began without any swelling; he 
has constant pain if he lies on the joint and also if 
he moves it at all, whereas while it is absolutely at 
rest he has no pain. There is almost complete 
stiffness of the joint in nearly every direction, and 
suppuration has occurred around the joint. Those 
facts taken together lead one to suppose that caries 
sicca is the condition. If I fix the scapula you 
will see that some of the apparent movement of 
the arm which he has is fallacious; there is only a 
slight range of movement, and we cannot rotate 
the arm at all, and we cannot attempt to get it 
behind his back without hurting him, whereas the 
other arm goes behind quite well. The X-ray 
photograph does not show very well, but it reveals 
flattening of the head of the humerus, and there is 
a general blurring in the region of the joint quite 
different from the clear-cut appearance of the 
healthy head of the humerus; this shows that the 
surfaces are getting eroded. 

The man has been a coachman, and he now 
wants to be up-to-date and become a motor driver, 
but he finds himself practically thrown out of 
employment because he cannot move his arm and 
shoulder properly. Under the present circum¬ 
stances he would be unable to change his gears. 
So it is a very serious matter for the man, and the 
question we are faced with is, what is the best 
thing to do for him? If we follow out the ex¬ 
pectant treatment, putting the limb quite at rest 


and awaiting events, the best thing we can look 
forward to is a stiff joint. Although the scapula 
permits a certain amount of movement, it does not 
allow the movement necessary for the employment 
which he wants to follow. Therefore, we have to 
copsider here the question of excision of the 
shoulder-joint, and that is what I have taken him 
into the hospital to carry out. Excision of the 
shoulder-joint is an excellent operation, quite apart 
from the cure of tuberculosis, in that it gives the 
patient a movable joint. The only objection to ex¬ 
cision to a working man is, that although it gives him 
a movable joint it does not give him a very strong 
one. A man with an excised elbow could hardly 
be expected to work as a bricklayer; he would not 
be able to lift heavy weights or bend his elbow 
with a weight in his hand. Still, there would be 
good movement for a clerical occupation. So that 
the workman would be better for a stiff elbow-joint. 
And the same applies to some extent to the 
shoulder-joint. This patient, however, requires 
movement rather than strength, and it happens 
that the movement he requires is that which is 
most easily obtained after excision. It is not easy 
in excision of the shoulder to get good movement 
of the arm from the side. The deltoid is already 
atrophied. The head of the bone, although it 
comes into the glenoid cavity, does not act with 
the same advantage that the normal round head 
does. The deltoid has to shorten before it can 
get the proper leverage, and the weight of the arm 
tends to keep the upper end of the bone down, so 
that the deltoid has first to pull the arm up and 
then move it from the side. That means that the 
deltoid is working under a disadvantage. The 
chief trouble after excision of the shoulder is weak¬ 
ness in raising the arm from the side. That is not 
the movement which this man particularly requires, 
but a forward and backward movement, with a 
fittle outward movement from the side. I think 
that we will be able to obtain such movement from 
excision of the shoulder, and at the same time cure 
his disease. (The case was operated on and found 
to be one of caries sicca, as was suspected.) 


Case of Appendicitic Abscess due to the 
Pneumococcus . 

This little girl was sent up because she was 
taken acutely ill, and her condition was thought to 
be simple acute appendicitis. The child was quite 
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well until three weeks ago. She had pain in the 
stomach first and was sick all day, vomiting green 
material. There was pain, and the temperature 
was 104° F. and the pulse 98. The abdomen 
became distended and the diagnosis of peritonitis 
was made, which was quite correct. She had had 
measles just before the attack. There has been 
abdominal distension ever since, and she has 
frequently had diarrhoea with offensive stools. On 
admission the abdomen was markedly distended 
bilaterally, especially at the lower part, and there 
was dulness as high as the umbilicus; there was dis¬ 
tinct prominence of the abdomen in that region. On 
movement of the child the dulness did not shift; 
there w f as no pain either on movement or on apply¬ 
ing moderate pressure. The history does not corre¬ 
spond to what one would expect in acute appendi¬ 
citis. The temperature was io4°F., then it fell to 
101 0 F. and has been irregular since, though not 
very high. The abdomen continues to increase 
in size. I ask you to notice that it is conical 
in shape, with the apex at the umbilicus. It is 
so distended that we cannot feel any definite 
lump. The onset would do for tuberculous peri¬ 
tonitis. For cases to have diarrhoea instead of 
constipation of course is quite in accordance with 
tubercular peritonitis. It is common for peritonitis 
originating in the intestine to have diarrhoea. The 
irregularity of the temperature would also corre¬ 
spond to that idea. The diagnosis lies between a 
subacute appendicitis and tuberculous peritonitis. 
But the onset of the whole thing is clearly sudden. 
The child was well until three weeks ago, and then 
there was acute vomiting and diarrhoea followed by 
tenderness of the abdomen, and then by a collection 
of fluid in it. (The abscess was opened and found 
to have originated in the appendix region, but the 
appendix was not sought for. The .pus contained 
a pure cultivation of pneumococcus. The child 
did well.) 

Case of Cyst of the Lower faw. 

Here is a woman, aet. 42 years, who comes 
because of a trouble in her face. You will notice 
that there is a marked difference in the two sides 
of her face, because there is a large swelling on the 
right side. On that side you will find, on examina¬ 
tion, that the upper jaw seems to be all right. 
There is nothing wrong with the orbit on either 
side, and the eyes look natural, and there is no 


bulging of the nose. The malar bones project 
normally. If you make the patient open her 
mouth you can get your finger in between this 
lump and the upper jaw, which is evidently 
normal. But when examining the anterior surface 
of the lower jaw you find a swelling, rather abrupt, 
with a hard ridge; and that continues up to the 
zygoma ; if you trace it further it goes quite to the 
front of the jaw and back to the posterior edge. 
It moves with the jaw; so, whether it is primary 
in the jaw or not it is firmly connected with it. 
The skin moves freely over it, and not only the 
skin, but a good thickness of the soft parts. 
There are no enlarged glands. I think it is a 
swelling in the jaw itself. Ten months ago she 
says that the jaw was painful, as if she had tooth¬ 
ache, and the swelling gradually became bigger. 
In April last the mouth was so swollen that she 
had to be fed by a tube. An incision was made 
into the swelling in March and a lot of bloody 
discharge was evacuated. After that it was punc¬ 
tured every morning for two months, and on every 
occasion a certain amount of discharge escaped. 
Last June she had a tooth removed from the lower 
jaw. She ultimately came to the hospital in 
October, and at the hospital about two ounces of 
dirty-looking blood-discharge was let out. I did 
not see that. Under the microscope it was found 
to contain some polygonal cells and blood, and 
she was sent round for admission into hospital. 
Her previous history is that five years ago she had 
a large abscess in the same cheek. She had rheu¬ 
matic fever ten years ago. One daughter is said 
to have died of tuberculous disease. 

When we open her mouth we find a very distinct 
bulging in connection with the posterior part of 
the body of the jaw, as I have said, and of the 
ascending ramus. There is quite an interval between 
the bulging and the upper jaw. The mass goes to 
the inner side of the alveolus. It is soft, and I can 
obtain what is called egg-shell crackling; some¬ 
thing bends in and expands again when you take 
your finger off. So the points are that we have 
here a lump which is in connection with the jaw. 
The fact that I elicit egg-shell crackling shows that 
the bone has been expanded, and therefore we 
know at once that this swelling has developed 
inside the jaw and that it has expanded the bone. 
The question which naturally arises is, what is the 
nature of the swelling ? We feel that it is semi- 
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fluctuating, and you have heard that on various I 
occasions* both at the hospital and privately, fluid j 
has been withdrawn. So we have the further fact 1 
that the swelling is, at any rate in part, cystic. It 1 
has originated inside the lower jaw, and it has 
expanded, and by its expansion destroyed the 
bone and extended into the soft parts around. 
Now, what various sorts of swellings may you have 
in this situation? At first it was thought to be an 
abscess. Now, if you have an abscess occurring j 
in a bone, the result is not general thinning of the j 
bone, but a general thickening of the bone. In 
the case of abscess new bone is laid down under 
the periosteum, and, as the cavity in the interior 
of the bone enlarges, the bone around it becomes 
thicker, and, as a result, you fail to elicit egg-shell 
crackling. After a time you will find that at one 
part or another the bone becomes softened, and 
the contents will find their way out through a 
hole in the bone. But that is only in one place. 
You may have a difficulty in finding the hole 
through which the pus comes. That is the type of 
thickening of bone which you get in inflammation. 
Abscess in a bone does not lead to egg-shell 
crackling because the bone is thickened. But if 
you have a tumour growing in a bone there will be 
a different appearance; there will be no fresh bone 
laid down—a tumour does not lead to the formation 
of fresh sub-periosteal bone. The result is that 
the tumour beginning in the interior causes absorp¬ 
tion of the bone, and by-and-bye there is only a 
delicate layer of bone of varying thickness, over 
the tumour. By-and-bye, when the bone cannot 
expand any more, it disappears, and the tumour 
begins to bulge out into the soft parts. So there 
is a totally different pathological condition in the 
two cases. In the inflammatory one there is new 
bone formed to replace the old, and communica¬ 
tion between the interior and the exterior occurs 
only at one or two small holes. In tumour, how¬ 
ever, there is a gradual expansion and thinning of 
bone, so that if you press on it it slips in like a 
plate of mica, and you find later that the egg-shell 
crackling has gone and there is nothing but a soft 
tumour remaining. That being the case, I think 
we may at once dismiss the idea that the condition 
is inflammatory here, and we may fairly safely 
conclude it is a new growth of some sort which 
has occurred in the bone. 

There are various new growths occurring in the 


jaw which may contain fluid. There is the typical 
cyst of the jaw, a dentigerous cyst, where there 
is an anomaly in connection with a tooth, gene¬ 
rally the wisdom tooth, and great expansion of 
bone. You will very often find in such a case 
the tooth seated at the bottom of the cavity. 
When you come to examine that you find it is 
one great hollow in the bone filled with fluid 
—usually clear fluid—and the bone is expanded. 
And there comes a time when, as it grows, you 
get egg-shell crackling. The ordinary dental cyst 
is usually inflammatory, so we need not discuss 
that as having any direct bearing on our present 
case. In connection with a tooth there is another 
dental tumour which occurs, where you have 
the bone filled with new growth, which is full 
of little cysts—what is called an epithelial odon- 
tome. It is an open question as to whether these 
are malignant or not. Another disease which you 
may find in the lower jaw giving rise to cyst is a 
tumour which develops cysts in its interior, and 
the most common of these is myeloid sarcoma. 
These are quite common in the lower jaw. One 
of the great naked-eye appearances of myeloid 
sarcoma is its tendency to cystic formation. The 
lower jaw is one of the favourite seats of deve¬ 
lopment of these tumours, and one of the great 
degenerations which they undergo is cystic for¬ 
mation. As to any other cysts in the lower jaw, 
you may have a round-celled or other form of 
sarcoma undergoing degeneration. But usually 
you do not have a large cyst containing a couple 
of ounces of fluid forming in such a tumour. 
Hydatid cyst might occur in the lower jaw, because 
it does occur in bone, but it is very rare in that 
situation, and the bloody fluid is not the fluid 
which you get out of a hydatid cyst. You get 
daughter cysts almost certainly, of various sizes, 
and under the microscope you will find hooklets. 
I hear that dermoid cyst has been mentioned in 
connection with this case, but I do not know ot 
any dermoid cyst occurring in the lower jaw; they 
occur in the soft parts. 

I think the diagnosis lies between three things; 
dentigerous cyst, epithelial odontome, and myeloid 
sarcoma. The fluid in the dentigerous cyst is 
usually quite clear, but apparently each time this 
cyst has been opened a dark-coloured thickish fluid 
was evacuated. But in this case no doubt sepsis 
occurred from the frequent opening, and hence 
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the fluid would alter its character. The radiograph 
shows the expansion of the bone very well, and 
there is no sign of any solid tumour substance. 
Stereoscopically it is very pretty. 

The remaining point is as to what is to be done 
in the way of treatment. In dentigerous cyst the 
treatment is not to excise the jaw, because that 
means a great deformity to the patient, but to open 
the cyst at the outer side, clip away the outer wall 
of the cyst until you have the cavity opened practi¬ 
cally as far as it extends, and pack it. It will granu¬ 
late up from the bottom, and the swelling of the bone 
will gradually recede, and you will get a very good 
result. (This was done in this case with excellent 
results : there was no tooth in the cyst.) 

Case of Malignant Disease of the Abdomen. 

Here is a boy, aet. 7 years, with a swollen abdomen. 
He was admitted to the hospital with general 
abdominal pain. He was always rather delicate 
and last week he was unwell and restless. He 
went to school up to Wednesday. Since Sunday 
he has been worse; complained of pain in the 
stomach and suffered from great thirst. The 
previous history contains nothing special: he has 
had measles, and whooping-cough; the mother's 
father died of phthisis. According to the history 
you would think this is an acute condition, but 
examination of the abdomen shows that this is not 
so, and that disease must have been going on for 
some time before these acute symptoms presented 
themselves. Although his abdomen is very much 
swollen it is not particularly rigid. It is somewhat 
tender in places, and the veins are very much dis¬ 
tended over it, showing a good deal of pressure and 
distension inside, interfering with the venous return. 
Although there is fluid in the abdomen it is not an 
abdomen full of fluid. I do not see any intestinal 
coils. There are no intestinal symptoms pointing 
to this distension being distended intestines. On 
passing the hand over the abdomen one can feel 
quite easily that there are hard masses—in fact there 
is almost a continuous cake of material. The abdo¬ 
men moves well on respiration. A long, sausage¬ 
shaped lump can be felt to pass in front of the 
umbilicus fading away at the extremities. All 
the lumps are tender, and the percussion note is 
dull over the flanks. The dulness shifts with the 
change of the patient’s position. No blood has 


been noticed in the urine, no albumen, in fact 
nothing abnormal. 

As to diagnosis, it is evidently one of two 
things: it is either new growth in the abdomen, 
or it is tubercle. That is always an extremely 
difficult question to settle, and it is sometimes 
almost impossible to be certain. With regard to 
the age of the patient that is some guide, because 
the younger the patient the more likely it is to be 
tubercle. At the same time one meets with cases 
of malignant disease in the abdomens of young 
children. In this case we have some points in 
favour of tuberculous peritonitis, especially the 
mass running across the abdomen at the level 
of the umbilicus. This is very common in that 
disease, and is due to infiltration of the omentum 
with tubercle, with shrinking of the thickened 
omentum, and one may also feel other masses in the 
abdomen and there may be fluid in the abdomen, 
either free or, in this condition, more commonly 
encysted. Usually there is an irregular tempera¬ 
ture and pain and tenderness at the onset. I am 
not prepared to say, however, that the condition in 
this boy is tuberculous peritonitis. The points 
about him which are in favour of malignant disease 
are the absence of temperature, the presence of 
those cake-like masses all over the abdomen, and 
perhaps still more these superficial lumps down 
about the side of the pelvis, and their large size. 
It is not by any means unlikely that the boy has 
sarcoma, which began in the omentum, or it may 
be in the kidney, though I do not think so, because 
he has no renal trouble, and that it spread from there 
to the other parts, giving rise to a general sarcoma¬ 
tous condition of the mesentery. We cannot settle 
the point without operation, and even with opera¬ 
tion it may be necessary to take out a piece and 
submit it to microscopical examination. I propose 
to make an incision to see if it is tubercular. I 
cannot go further in the diagnosis beyond saying 
that all the probabilities are in favour of malignant 
disease. 

(At the next lecture it was stated that the case of 
peritonitis in the boy which we saw last week turned 
out to be malignant disease. You will remember 
that was my final opinion because of the lumps 
which I felt along the flanks. There was a mass of 
malignant disease all along between the small intes¬ 
tine and the mesentery. I did not see the large 
intestine. The intestines were not matted together 
as in tubercle; apparently there was nothing in the 
lumen of the intestine. Of course nothing could 
be done for such extensive malignant disease, and 
so I had to close the abdomen again without 
affording any relief.) 

July 29 th 9 1907. 


Digitized by 


Google 



The Clinical Journal. ] 


MR. WALLIS. 


[July 31,1907. 253 


WITH MR. WALLIS AT CHARING 
CROSS HOSPITAL. 


Suppuration in Bone. 

Suppuration in bone when not due to tubercle 
practically always has an acute or subacute onset, 
due to an infective osteomyelitis, produced by the 
Staphylococcus pyogenes aureus or albtis, pneumo¬ 
coccus, Bacillus typhosus or some other organism. 

The virulence of the onset depends upon the 
character of the micro-organism. When the acute 
attack is over the condition left is one of necrosis 
and suppuration with chronic periostitis, which, in 
some cases, causes an enormous increase in the 
size of the bone. 

Acute infective osteomyelitis is produced by the 
Staphylococcus pyogenes aureus , and always occurs 
in young people, generally in children at the age 
of puberty ; the disease usually starts in the tissues 
at one end or the other of the diaphysis. 

The neighbouring joints are not generally 
affected, but attacks of synovitis are occasion¬ 
ally associated with acute infective osteomyelitis. 

This acute condition will first be considered. 
Some lesion of the mucous membrane, e. g. pyor¬ 
rhoea alveolaris, an ulcerated tonsil, or a lesion of 
some part of the intestine, allows the micro¬ 
organisms access to the system, and this occurring 
in an individual whose resisting power is below 
normal, the result is that the infecting micro¬ 
organisms rapidly get the upper hand. 

A knowledge of the cause of an illness is always 
valuable, but it does not in this instance suggest 
any preventive measures which can be adopted at 
present. 

The onset is an acute one, and is ushered in by 
a rigor and a considerable rise of temperature, and 
locally there is a deep-seated swelling over the 
particular bone affected. This local condition, 
which it is all-important to recognise as early as 
possible, is sometimes overlooked in small children 
for some twenty-four to forty-eight hours, or, if a 
swelling is noticed, the significance of it is not 
appreciated until the more definite symptoms of 
deep-seated inflammation occur. 

During this time pus has been accumulating 
with great rapidity between the periosteum and 


the bone, and separating these two structures to 
such an extent that in a short time the whole of 
the shaft of the bone may become separated from 
its surrounding periosteum, and in the worst cases 
the periosteum itself may perish. 

When the onset is not so virulent the osteo¬ 
myelitis proceeds along the medullary canal, and 
infecting the cancellous tissue gradually destroys 
it. During this process the bone itself and the 
periosteum undergo considerable thickening. In 
such a condition as this a radiograph of the affected 
bone is of considerable value. 

Treatment: In the acute cases free incisions 
are made right through the periosteum down to the 
bone, and the abscess cavity is explored with the 
finger and a probe, and counter-openings are 
made at the limits of the abscess cavity with the 
object of thorough drainage. 

The cavity is irrigated with saline solution and 
packed with gauze and drainage tubes are inserted. 
The earlier all this is done the better, but however 
early, and even under the best circumstances, 
more or less of the shaft may become necrotic. 

The usual history in these cases is that' the 
abscess cavity rapidly disappears, and soon only 
one or two tracks remain which lead down through 
the thickened periosteum to the necrosed shaft. 
These tracks gradually narrow down, but never 
quite heal—the patients get about fairly com¬ 
fortably—but sooner or later either a fresh infec¬ 
tion occurs or there is an accumulation of pus, 
due to defective drainage, and the former history 
is repeated in a modified form. Fresh incisions 
are made, better drainage established, and the 
acute condition quiets down again. This state 
of affairs goes on year after year for five, ten, twenty 
years, and even more, and although the health of 
these patients between whiles is fairly good, death 
usually occurs from the results of one of these recur¬ 
rent infections, which their enfeebled resistance is 
unable to withstand. The above remarks apply 
only to those cases of acute infective osteomyelitis 
in which the amount of bone involved and 
destroyed is so great that it is not possible to 
remove it without some quite extensive operation. 

In the very acute cases—after the immediate 
relief has been given by incisions, etc.—the sub¬ 
sequent treatment is a matter of importance and 
anxiety, and every available measure. must be 
undertaken to tide these patients over the critical 
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period until such time arrives that their condition 
may be considered chronic. 

Continuous subcutaneous saline effusions, fre¬ 
quent stimulants and strychnine, vaccine injections, 
any and all of these may be tried, but if, in spite 
of all these, the patient does not progress, then the 
question of amputation must be considered. 

The two following cases illustrate this very 
forcibly: 

Two girls, both between 14 and 15 years of age, 
were admitted to Charing Cross Hospital, within 
twelve months of each other, both suffering from 
acute infective osteomyelitis of the femur; they 
were both treated by free incisions and drainage, 
but in neither instance did this, except slightly, 
reduce the acute conditions. 

In case No. 1, when, after a reasonable trial of 
various remedies such as constant saline infusion, 
vaccine injections, etc., no progress was made, 
amputation was suggested, but although this was 
urged time after time, it was not consented to until 
the child was much wasted and her life was running 
out. The limb was amputated, but the flaps never 
attempted to unite and osteomyelitis recurred in 
the stump, and after a week or two the child died. 

With this result in one’s mind when Case 2 came 
to the hospital and showed no signs of improve¬ 
ment after the urgent symptoms had been dealt 
with, the question of amputation was forcibly put 
before the mother, who was obstinately opposed to 
it, until at last it was put to her that unless she 
consented to the operation forthwith, the child was 
to be removed from hospital. The amputation was 
done and the child made a most excellent recovery. 

The statement that even after many years these 
patients may die from a recrudescence of the 
original infection is well illustrated in the following 
case: 

A boy, aet. 7 years, was admitted to Charing 
Cross Hospital suffering from acute infective osteo¬ 
myelitis of the femur; there was a large sub-peri¬ 
osteal abscess and synovitis of the knee-joint. 
The acute condition of abscess was relieved and a 
few days later the knee-joint was opened, washed 
out, and sewn up. The boy recovered sufficiently 
to go out with sinuses going down to bare bone 
at the back of the femur. For the next ten years 
the boy.turned up at intervals, and was admitted 


at various times for local abscesses, and on two 
occasions the knee-joint was re-opened, washed out, 
and sewn up. During these years the boy grew up, 
left school, and started work ; he was always some¬ 
what lame, but between his attacks was well and 
cheerful. 

Ten years after his original attack he returned to 
the hospital with a large collection of pus in his 
thigh and a distended knee-joint; he had a high 
temperature, and was more ill than I had seen him 
at any time since his original attack ten years 
previously. 

I was just starting for my holiday, and during my 
absence the lad died, without, unfortunately, having 
the chance of amputation as a means of saving his 
life. 

One more instance to show the difficulties that 
exist for making a complete cure in these cases : 

A man, aet. 26 years, was admitted into Charing 
Cross Hospital in December, 1904, with great 
thickening of the lower two thirds of the right 
femur and considerable synovitis of the neighbour¬ 
ing knee-joint. Temperature 102° F. ; pulse 112. 

The knee-joint was opened, washed out, and 
closed. A culture of the contained fluid grew 
Staphylococcus aureus. A skiagram of the femur 
showed a definite lesion at the upper end of the 
thickened part of the bone on the outer side. An 
incision made over this region led down to a cavity 
in the medulla from which pus escaped. A probe 
could be passed into the medullary cavity. 

This patient had four more operations to relieve 
collections of pus. 

In June, 1906, he was admitted on the under¬ 
standing that I had permission to amputate if I 
found it necessary. Armed with this permission I 
proceeded to do an operation which I have long 
wanted to undertake in these cases. A ten-inch 
incision was made along the outer side of the 
femur; the bone was cleared and found densely 
hard. A hole was made by a perforator, worked 
by a “bit and brace,” at either end of thediaphysis 
and the medullary cavity was fully opened by 
removing a fair-sized piece of bone between these 
two holes. The bone was much thickened, and 
inside the cavity was a large sequestrum, the 
remains of the original diaphysis ; this was removed 
piece-meal and the whole of the medullary cavity 
scraped o ;t. A gauze drain was put mt(£ the cavity 
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and the wound sewn up. The patient did well, and 
left the hospital three weeks later, walking on 
crutches, but a month later he could walk without 
aid. He was seen in February this year, when he 
was admitted to have some sinuses scraped, when it 
was found that there was some bare bone at the 
trigone at the back of the femur. 

The history of these cases which have been 
taken as typical of the acute condition causing j 
suppuration in bone show the following facts: 

(1) That the sooner the urgent symptoms are 
relieved the better. 

(2) That when the neighbouring joint is affected 
this should be opened, irrigated, and the wound 
closed. 

(3) That the prognosis of an ultimate cure cannot ‘ 
be made with our present method of treatment. 

In all these cases the infecting micro-organism 
was the Staphylococcus aureus , and it would seem j 
that in these cases the difficulties of getting rid of 
the necrosed bone and getting the sinuses to heal 
are almost insurmountable. 

The conclusions I have come to, which are, of 
course, only conclusions of the moment, and will, I 
hope, soon have to be altered, are that in the most 
acute cases, as illustrated by the first two, unless a 
decided improvement takes place quickly after the 
urgent symptoms have been treated amputation 
should be resorted to. 

When this is performed the bone should be 
divided above the diseased part and the flaps 
should not be sewn together ; on the contrary some j 
iodoform or mercurial gauze should be placed ■ 
between them. j 

In the acute cases which become chronic no cure 
can ever be hoped for until the necrosed bone has | 
been removed, and the difficulties in doing this are | 
well shown in the last case related, and as this 
case also shows, even then the sinuses do not 
necessarily heal. 

For the curing ot these and other sinuses I am 
now trying a njethod known as kataphoresis, the 
principles of which were ably put forward by Dr. 
Lewis Jones in a recent paper called “The Treat- | 
ment of Rodent Ulcers by Zinc Ions.” So far I am | 
rather hopeful that this treatment may be of great 1 
use when suitable electrodes are obtainable. 

The stereotyped treatment of these cases is most 
unsatisfactory, but I hope soon that our methods 
may improve sufficiently to cure, at all events, 


those that have become chronic, and that we may 
thus curtail by many years the sufferings which 
these young people endure during what should be 
the best part of their lives. 

Inflammation and suppuration in bone when 
due to micro-organisms other than Staphylococcus 
aureus show results under treatment which are 
much less unsatisfactory. 

The reason of this is, undoubtedly, because, 
instead of the acute fulminating character of the 
one, there is a much less rapid process which 
allows the neighbouring tissues time to provide 
ample resistance from further invasions of the 
micro-organism. 

The following case is an excellent example of 
this: A woman, aet. 34 years, was admitted to 
Charing Cross Hospital for a swelling in the upper 
half of the left humerus. She had been under the 
observation of her own doctor for some months, 
and the swelling had gradually increased. On 
admission the bone was skiagraphed and a definite 
lesion was seen in the upper third of the arm, and 
the character of the skiagram showed that the con¬ 
dition was probably inflammatoryand not a sarcoma. 

The previous history of the patient was unim¬ 
portant, except that at the age of sixteen, e . 
eighteen years previously, she had typhoid fever. 

The swelling was incised and pus was found 
under the periosteum (about 3j in all) occupying 
a cavity in the bone. The cavity was cleaned out 
and packed. The recovery of the patient was 
perfect and uneventful. 

The bacteriological examination of the pus 
showed typhoid bacilli in pure culture. The 
latent power of the typhoid bacillus is well known, 
but even with that knowledge it is a little remark¬ 
able, and perhaps in some ways rather alarming, 
that even after eighteen years of intermediate 
healthy life such a condition may occur as in the 
present case. The consolation is that a perfect 
recovery may usually be relied on. 

This form of bone suppuration qccurs after 
other febrile conditions, and the same prognosis 
can be given in most of these sub-acute cases in 
which the infection is not produced by the Staphy¬ 
lococcus aureus . 

In all inflammatory bone swellings a radiograph 
should always be taken, and will generally be of 
diagnostic value. 
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When any swelling is incised some of the pus, 
when present, should be preserved for bacterio¬ 
logical examination, and even when there is no pus 
present cultures are obtainable from the affected 
bone, showing the micro-organism responsible 
for this condition. 

It is probable that we have not yet arrived at j 
the full value which may be obtained from the 
cultivation of these micro-organisms, but as far as I 
it goes we are able to make a fairly accurate pro- j 
gnosis, according to the micro-organism found, and j 
it is also of value in directing the treatment. | 

Although these remarks only purport to deal with j 
suppuration in bone, it seems reasonable to con- | 
sider in connection with this subject those inflam¬ 
matory swellings which occur in the diaphyses of 
long bones, and which are due to the Staphylococ¬ 
cus albus. At least, this is the micro-organism i 
which has been found in all these cases. 

Some three years ago I showed a few such cases, 
since when I have had a number of similar cases j 
under my care, and the experience gained in seeing 1 
and treating these has enabled one to diagnose | 
and treat them with more exactitude. 

. These patients are again young people at about , 
the age of puberty, and in my own experience the ' 
patients have all been girls. 

The symptoms are locally a swelling of the bone, j 
usually of the tibia, which is hard and of a variable 
size, situated at the upper end of the diaphysis. 1 
The swelling is painful at night-time, and is liable | 
to inflammatory exacerbations, during which the j 
pain is increased and there is often a rise of tern- I 
perature. j 

The condition is quite chronic and may go on 
for years ; the general health of the patient is good. 
The nodular swelling is often mistaken for a con- | 
genital syphilitic node, but careful investigation j 
will always clear this question. i 

The possibility of mistakes in the diagnosis is 
well illustrated in one of the first cases of this kind ' 
that I saw. j 

A girl, aet. 14 years, had a large swelling over | 
the tibia; on the opposite knee there was a large 
white scar, and her nose was devoid of any bridge. 
On the face of it this case looked typical of con¬ 
genital syphilis. | 

Inquiry revealed that the white scar was due to 
an extensive scald some years previously, and when 
a small child she had fallen on a spike which went 


through the hard palate and was the cause of the 
nasal disfigurement. 

The treatment in these cases is to cut down on to 
the swelling and rougine off the periosteum ; this at 
once reveals an altered condition from the normal 
in that the under surface of the periosteum and 
the adjacent bone are inflamed, and the periosteum, 
instead of slipping away from the bone, is adherent 
to it, and both bone and periosteum bleed freely 
when separated. 

A mallet and gouge or chisel are used to make 
a large deep gutter right down to the medullar)' 
cavity. The cavity is packed and allowed to drain 
and gradually heal. 

If this “guttering” is thoroughly done at the 
time it will probably cure the condition there and 
then. But if it is not thoroughly done, then two, 
three or more operations may be necessary before 
complete relief is obtained. This was the mistake 
which I made in my early cases. 

I hope these experiences may be of some prac¬ 
tical value to you, and I will finish by summarising 
the points to which I wish to draw your attention. 

(1) Acute infective osteomyelitis due to the 
Staphylococcus aureus must be treated by free 
incisions and efficient drainage as soon as it is 
diagnosed—every hour makes a difference. 

(2) Unless the acute conditions show definite 
signs of amelioration within ten to fourteen days, 
amputation must be seriously considered. 

(3) Any subsequent operation for the removal 
of necrosed bone in these cases may be an exten¬ 
sive one, and before undertaking this permission 
to amputate, if necessary, should be obtained. 

(4) Prognosis of ultimate recovery is bad, unless 
all the necrosed bone can be removed. 

(5) Sub-acute infections—due to other micro¬ 
organisms— are slower in progress, limited in 
destruction, respond well to treatment, and the 
prognosis is good. These cases resemble sarcoma 
in many ways, but the skiagraph usually helps in 
the diagnosis. 

(6) Chronic, painful, nodular swellings in young 
people are also due to a microbi® infection of a 
mild type, and must be distinguished from syphilitic 
nodules. The operation for their relief must be 
sufficiently extensive, otherwise the relief is tem¬ 
porary and partial. 

(7) Skiagrams should be taken in all cases. 

(8) In all cases a bacteriological examination of 
the pus, of the discharge, or of the affected bone 
should be made. 

July 29 th, 1907. 
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TWO CLINICAL LECTURES 

ON 

INTRA-THORACIC ANEURYSMS 
AND TUMOURS. 

By FREDERICK TAYLOR, M.D., F.R.C.P., 

Consulting Physician to Guy’s Hospital; Physician 
to the Seamen’s Hospital, Greenwich. 


Lecture II. 

Gentlemen, —I propose, as I intimated to you at 
the last lecture, to continue the subject of intra- 
thoracic tumours and aneurysms, because there are 
still many interesting points to mention. I spoke 
to you in the last lecture chiefly of those cases in 
which the tumour was situated in the centre of the 
chest, and pressed upon the left bronchus and the 
left recurrent laryngeal nerve. I was speaking of 
the left side because the left recurrent laryngeal 
nerve going round the aorta is much more subject 
to pressure in this way than is that on the other 
side. 

I propose now to consider the position of a 
tumour in relation to the superior vena cava and 
right or left innominate vein. I had under my 
care some time ago a very interesting case of 
this kind. He was a man, aet. 46 years, and he 
came into the hospital in July, 1903. His chief 
complaint then was that he had pain in the root of 
the neck, that his face had become dusky lately, 
that he was short of breath, and that when he 
underwent any particular exertion, especially if he 
bent over and strained himself, the congestion 
which we are all apt to suffer from when stooping 
was very considerable, and he became very blue in 
the face. His face presented evidences of venous 
stagnation after he stooped down for a time. The 
external jugular vein above the right clavicle was 
as big as a little finger instead of being less than 
half that diameter; and he had some difficulty in 
completely rotating his head to the right. We 
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were not able to demonstrate that there was any¬ 
thing wrong with his vertebral joints, or ligaments. 
Further, the physical signs at the apex of his lung 
were by no means conclusive; we could not even 
demonstrate to our satisfaction that there was a 
material alteration in the vesicular murmur, and 
the skiagram which was taken of the case proved 
negative too. There was no difference in the 
pulses of the two sides which would indicate that ' 
he had anything wrong with the right brachial or | 
subclavian artery, or with the innominate artery. 
He was in for a long time but we had no further 
evidence of the exact nature of his lesion. The 
sum total was dilatation of this vein, and a local 
congestion, which was aggravated by certain posi- | 
tions of the body. He was under observation 
from time to time, and we gave him iodide of | 
potassium, and discussed these possibilities: 
aneurysm; obstruction of the superior vena cava, j 
arising from fibrous thickening for instance; old 
mediastinitis; thrombosis of the vein above, 
giving rise to permanent occupation of the calibre 
of the vein by fibrous tissue; and a new growth, 
such as sarcoma or lympho-sarcoma. But we 
never had any signs which we could regard as 
positive or negative of either the one or the other. 

I saw him again after a short interval, and then 
not again until the spring of the year 1906—that 
is to say nearly three years after his first entry into 
the hospital. Some two years after leaving the 
hospital he went irtto the Dulwich Infirmary with 
manifest pulsation, indicative of an aneurysm, on 
the right side of the neck, and Dr. Bruce, the 
medical superintendent, an old Guy’s man, tied the 
common carotid and the axillary artery on that 
side, with great relief to all the symptoms. The | 
aneurysmal sac had subsided and he came up 
here that I might see how much better he was. 
How far this relief will be permanent and how far 
it will cure the aneurysm and prevent further 
symptoms I cannot say. But it is a very interest¬ 
ing case of pressure upon the superior vena cava, 
being, for a long time, the only symptom of 
aneurysm developing in that situation; and of 
treatment, at least temporarily successful, by the 
double ligature of vessels proceeding from the 
artery upon which the aneurysm has developed. 
In marked contrast with this, both in its general 
symptoms and in its course, is the case which I will 
now mention. The patient was a man, aet. 24 


years; he was admitted on June 9th, after three 
weeks’ illness, and he died on September 5th. 
You will remember that the first patient had simply 
enlargement of the vein, and there was no swelling 
of the subcutaneous tissues. This young man, 
however, came with the story that three weeks 
before admission his face and neck became swollen, 
and that the swelling gradually increased. Then he 
had some pain, not very acute, for about a week, 
and then he became short of breath when he was 
at work, and had increasing cyanosis and dyspnoea. 
He had no rigors, but profuse sweating, and he 
coughed up purulent sputum. He was fairly well 
developed. He had no pain at the time of obser¬ 
vation, but was lying in bed quite comfortably. 
The neck and lower part of the face were swollen 
and soft, and the veins of the neck were distended. 
His ears were quite blue, the face somewhat cya- 
nosed, and he had a slight cough. The right 
clavicle was entirely obscured by the swelling. The 
chest was cedematous, more on the right side, and 
all over the front of the right side of the chest there 
were dilated venules, with a generally cyanosed tint 
of the skin ; and on the left side also there were some 
large veins. 

All of these signs were very suggestive of ob¬ 
struction of the superior vena cava, and presented 
a condition more frequently seen than that pre¬ 
viously described. Here the vein is certainly 
obstructed, because there is local oedema and a 
local distension of veins as a result of compen¬ 
satory anastomosis ; whereas in the first case 
there was no general swelling of veins, but only 
the increasing cyanosis on exertion or strain. It 
was not necessary to tell this man to assume a 
stooping posture to demonstrate the cyanosis or 
the obstruction—the anatomical changes showed 
that conclusively. His temperature was mode¬ 
rately febrile throughout.* And it was not a 
difficult case for diagnosis so far as the local con¬ 
dition was concerned. There obviously must have 
been obstruction of the right vena cava, and so 
it proved to be. But what was the nature of the 
obstruction? Just as in the former case one had 
to consider if it was aneursym or tumour, or a 
fibrous constriction of the vein, so here the same 

* I have alluded to this case in a paper on Some 
Unusual Forms of Pyrexia,” ‘ Clinical Journal,’ May 8th, 
I 907 . P- 53 . 
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questions arose. Irr the older man an aneurysm 
was much less unlikely than in the man of twenty- 
four years of age. And I think fibrous constriction 
of the vein was less unlikely in the older than in the 
younger man. It is interesting to see in these two 
cases, in both of which the vein was obstructed, 
that we had in the one case aneurysm and in the 
younger case sarcomatous growth. There is an 
old maxim which it is worth remembering, although, 
as you will see, it does not always help us to the 
correct view of a case, and that is, that when 
you have obstructions of arteries or when arteries 
are involved, an aneurysm is very likely to be the 
cause of it. But when veins are involved, growths 
are a more likely cause. Malignant and sarco¬ 
matous growths frequently grow into the veins, 
and the growth may absolutely fungate right into 
the vein and obstruct its passage, and perhaps 
thrombosis may be caused as well; whereas, 
aneurysm will often pass by a vein, as it were, 
or passing near a vein will only stretch or flatten 
the vein a little, but without its causing any 
material obstruction. Conversely, in the case of 
arteries we know that very often malignant growths 
will entirely spare an artery. I have seen a mass 
of malignant growth in the middle of the chest, with 
all the arteries absolutely tunnelling it, just as if 
holes had been made in the malignant mass for 
the arteries to go through, allowing them at the 
same time plenty of room to expand and contract. 
On the other hand, an aneurysnA growing from the 
aortic wall amongst these big vessels must almost 
necessarily compress them, and further, even if the 
arteries themselves are intact, the coagulum which 
forms in connection with the aneurysm is very 
apt to extend so as to project into the channels 
of these arteries. Venous obstruction, then, carries 
with it the suggestion of a growth, whereas arterial 
obstruction suggests aneurysm. I remember in 
reference to this a case very similar to my first 
case, in which the patient became blue in the 
face on stooping, and had moderate distension 
of the veins, and in him the obstrution was a 
fibrous stricture, and neither aneurysm nor tumour. 

This patient with sarcoma died in sixteen weeks 
from the date of the first symptom, and the post¬ 
mortem examination showed that he had a mass 
of growth six inches by four inches by three 
inches spreading over the anterior border of the 
right lung and over the pericardium. The bronchial 


glands were affected and necrosed; there was 
pericarditis with plastic and gelatinous adhesions. 
The left pulmonary artery was normal, the right 
pulmonary artery was stenosed by growth. There 
was a sarcomatous polyp in the superior vena 
cava. There was a nutmeg liver weighing 1700 
grams or more, with large nodules of growth in it. 
The pleura contained secondary deposits. The 
spleen was natural and the kidneys healthy. 

Now I come to another group of cases—those in 
which there is‘effusion of fluid into the chest. A 
patient, for instance, comes before you with^all the 
signs of pleuritic effusion. The symptoms may 
have come on quickly or slowly, but more often 
slowly. He gets short of breath and has a cough, 
and he consults a medical man or comes to the 
hospital. He is found to have dulness on one side, 
with loss of tactile vibration and of voice sounds, 
and all the signs of fluid in the chest. A needle is 
inserted and the fluid is drawn off, and perhaps it 
is aspirated afterwards and a pint or two removed. 
If these symptoms occur in a patient who is of 
middle age or older, say 45 to 55, especially if he 
has pain and has been losing flesh and getting 
ill and weaker recently just before the symptoms 
manifest themselves, he should be very carefully 
examined from the point of view of the possibility 
of his effusion being due to malignant disease in 
the chest, and not to ordinary pleurisy. If the 
effusion collects again and has to be again tapped, 
and collects yet again, there is an increasing likeli¬ 
hood that that condition is present. 

The diagnosis of malignant disease of the chest 
in such a case must depend oi\ the age of the 
patient, the relatively slow onset of the fluid in the 
first instance, the persistent recurrence of the effu¬ 
sion after tapping, the presence of pain and possible 
disturbance of the circulation locally, which suggests 
pressure of a growth upon the vessels of the chest 
or of the arm. The effusion may arise from pres¬ 
sure on the bronchial veins by the growth ; from 
the presence of secondary growths in the pleura 
itself; as a secondary independent inflammation of 
the pleura. 

Then we come to the very interesting case of 
haemofchorax which I mentioned briefly to you at 
the last lecture. You may, perhaps, remember 
that the patient was a man, aet. 49 years, and 
that he was well until three weeks before admis¬ 
sion, and he came in six weeks ago. He had no 
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cough when he came in, and he had not had any 
before. A fortnight before coming in he im¬ 
proved, and still continued to do so. A week ago 
he coughed up half a pint of white phlegm. He 
has felt a rubbing sensation in his chest for three 
weeks, which is not always present; but it now 
corresponds in position with the place where the j 
rub can be felt on the front of the chest. You 
will remember that blood was drawn off from the 
chest on two occasions. Since he has been in he 
has improved, and the physical signs of effusion, 
which are represented as giving us dulness to just 
above the angle of the scapula, and the corre¬ 
sponding point in front, have somewhat diminished. 
He has developed a rub over practically the whole 
of the left chest. The patient has had no further 
development of symptoms suggesting pressure upon 
any of the important organs in the centre of the 
chest. Therefore clearly we are not able to con¬ 
firm the suspicion first entertained that he might 
have malignant disease of the chest. The diagnosis 
is*still open as to the cause of this collection of 
blood in the pleural cavity. If he is really better, 
and if malignant disease is not at the bottom of 
it, we may hope that the blood is gradually being 
absorbed ; and we may suppose that he has a rub in 
consequence of the changes in the pleura which have 
resulted from the haemorrhage, or perhaps from the 
pleurisy, which has possibly been the cause of it. 

It may be simply haemorrhagic pleurisy, one pro¬ 
ducing such an intensity of injection at first as to 
lead to haemorrhage, or possibly producing lymph | 
in which new vessels are formed, and which vessels 
have ruptured. | 

There has long been a belief in a close alliance I 
between blood in the pleural cavity and malignant 
disease. You can have blood in the pleural cavity j 
in two forms: as a small quantity staining the 
effusion, and on the other hand as a large quantity, 
or almost pure blood. The latter was the condition 
found in this case, except that the blood did not 
appear to be quite fresh ; it was altered blood, 
but pure and not obviously mixed with serous or 
purulent effusion. 

This, at least, is certain, that the mere presence 
of a tinge of blood or small quantity of blood 
mixed with pleural effusion so as to make it pink, 
or even red, so long as the bulk of the effusion is 
serum, has no necessary relation to malignant 
disease. If you frighten yourself, or the patient, 


or the patient’s friends by putting forward the 
idea of malignant disease, you may cause an 
unnecessary disturbance of their happiness, for 
only in a small number of cases like that will 
your suspicions be justified. It is certain that 
pleurisies which occur either from catarrh or 
tuberculous disease frequently show a certain ad¬ 
mixture of blood in the serum which is drawn 
off. I saw a case only a year or two ago in which 
a patient of over fifty years of age had trouble 
in his chest, probably pleurisy, trouble which had 
been accompanied by pain, and was followed by 
the physical signs of a limited pleuritic effusion, 
and in which after a few weeks a bloody effusion 
was drawn off, which deposited a considerable 
number of large cells. This gave rise to the sus¬ 
picion in the minds of some who saw it that it 
was a case of malignant disease. The suspicion 
of malignant disease was not confirmed, and the 
| patient recovered and remains well. But when 
there are larger quantities of blood present I think 
the position becomes a more difficult one. For¬ 
tunately, haemothorax of that kind is by no means 
common. 

The common causes of haemothorax, that is, 
definite blood in quantity in the pleural cavity, are, 
first of all, direct injury; secondly, an aneurysm 
rupturing into the chest. As a rule, there is 
little opportunity to study such a case, for the 
issue is generally fatal in a very short time. It is 
true I have seen ih this hospital a patient in whom 
aneurysm ruptured into the pleura, and he lived ten 
days after the rupture. I do not think lie was 
explored, but at death there was blood in the pleural 
cavity, which must have been there from the first 
occurrence of the severe symptoms suggesting 
rupture. Tubercular pleurisy may give rise to 
enlarged vessels in the pleural lymph, and they may 
rupture and cause a quantity of blood to be effused. 
Dr. Newton Pitt has recorded a case in which 
emphysematous bullae ruptured, and sufficient 
blood was extravasated to produce haemothorax. 

| The other sources which are mentioned as likely 
| to cause haemothorax are, degenerated vessels in 
various conditions of disease. For instance, cirrhosis 
I of the liver gives rise to haemorrhage in various 
parts. You have in this disease the familiar 
haematemesis or haemorrhage from oesophageal 
| vessels, bleeding from the nose and gums and 
| occasionally from the lungs so as to give rise to 
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a suspicion of phthisis which does not exist. It 
is conceivable in such cases that there may be 
bleeding from pleural vessels. Dilated hearts will 
sometimes cause the same thing. We know that 
the congestions and retardations of blood-flow 
which result from heart disease produce different 
phenomena in different cases. One man will have 
cedema of the feet, another will have a large liver 
without cedema of the feet, others will have troubles 
in the lungs, while other organs are spared ; and 
there are curious differences in the cases for which 
we cannot always account. You could not say of 
one patient that if he gets heart disease he will 
have congestion of his liver, or of another that he 
will have oedema of his legs. 

In this connection I may mention an interesting 
case. The patient was a man, set. 50 or more years, 
of the type which one sees in hospitals—a broken- 
down, fat, degenerated individual, who looked 
as if he had helped his own degeneration by 
injudicious living. He came in with all the signs 
of fluid in the left chest. This was explored and 
we drew a dirty mixture of what appeared to be 
blood and pus, with excess of the former. The 
heart was beating feebly and it rather suggested the 
presence of a dilated heart. The legs were swollen, 
but there was nothing characteristic, and not even 
a cardiac murmur. The liver was enlarged either 
from cirrhosis or from cyanotic induration. Beyond 
this there were no definite physical signs. Well 
oppressed, as usual, by the idea of the connection 
between malignant disease and blood, we gave the 
fullest consideration to the possibility of malignant 
disease being present. But after a time this fluid 
collected again and was drawn off again, and the 
same bloody pus was brought out. And that 
happened a third and a fourth time. Six or seven 
weeks after admission he died. And there had 
been no further development of symptoms pointing 
to any malignant disease or anything local in the 
chest. Post mortem the pleural cavity was found 
to be lined with a thick vascular layer of lymph, and 
containing some of the same sort of stuff as had 
been discharged at different times. The heart was 
dilated and fatty, and there was a nutmeg liver. 
We had no further explanation of the septic and 
haemorrhagic condition of his one pleural surface. 
Here, also, in the case now before us, we have no 
ready explanation of the haemothorax. As time 
goes on and one realises that the patient has been 


here nine weeks, and that his fluid is obviously 
clearing up, that his rub was heard only in one 
part of the chest, it is now extending over the 
whole chest where the two surfaces come into 
contact, and as he is on the whole doing well, 
I think we may exclude the diagnosis of malignant 
disease. * 

Malignant disease of the chest presents itself in 
still one or two other ways. For instance, a patient, 
set. 48 years, has signs of pleurisy, fever of some 
months’ duration* several negative explorations of 
the chest for fluid, finally, signs of cavitation of the 
chest, and eventually death, the cause of death 
being a cancer of the main bronchus, causing 
collapse of the lung and bronchiectasis. Another 
patient, who had suffered operations for cancer of 
the jaw and tongue, has pain in the side, fever, 
physical signs of pleural effusion, negative explora¬ 
tions, death ; with little doubt cancer must have 
involved the root of that lung.f These illustrate 
the important fact that pressure on the root of the 
lung gives rise to the physical signs of pleurisy, and 
it may be accompanied by an extremely deceptive 
pyrexia. 

August $th, 1907. 


Effects of Tobacco on Nervous System — 

Clark claims that the poisonous effects of tobacco 
on the nervous system depend on nicotine, 
pyridin, and a number of other alkaloids which 
have not yet been thoroughly studied. Experi¬ 
ments have been made on producing a tobacco 
that does not contain nicotine, and this is not 
found to be so poisonous, while not so satisfactory 
to the smoker. Tobacco is primarily a cardio¬ 
vascular poison; its acute toxic effects on the 
neuromuscular apparatus are: first, as an excitant 
and mild convulsant; second, a motor nerve 
depressant; and finally, as a paralysant of the 
central and peripheral nerves of the heart and 
lungs. Its chronic toxic effects are to produce 
congestion of the brain, spinal cord, and peri¬ 
pheral nerves, inducing a mild type of degenera¬ 
tive neuritis. The toxic coefficient is so variable 
as to make definite conclusions with reference 
to its effects on man hard to reach.— Journ. 
A.M.A ., vol. xlix, No. 2. 


* The fluid was absorbed, and the patient went out well 
a few weeks later. 

t See more details of these cases loc. cit. t p. 53. 


Digitized by 


Google 



262 The Clinical Journal. ] 


MR. BIDWELL. 


[Aug. 7,1907. 


A POST-GRADUATE LECTURE 

ON 

SOME INTERESTING CASES OF 
ACUTE APPENDICITIS. 

Delivered at the Post-Graduate College, West London 
Hospital. 

By LEONARD A. BIDWELL, F.R.C.S., 
Surgeon to the Hospital and Dean of the College. 


On looking over my case book to select some 
of my interesting cases of acute appendicitis, I 
soon realised that all the cases presented some 
points of interest. I am, however, referring briefly 
to a few of the cases on which I have operated 
last year, and an additional interest attaches to 
these as they practically all occurred in private 
practice, which fact makes a considerable difference, 
since the conditions of seeking surgical assistance 
are very different in private to those in hospital 
practice. 

Before describing the cases I should like briefly 
to refer to the routine treatment adopted in acute 
appendicitis. In the first place, the abdomen must 
be opened without any transverse division of 
muscular fibres. The incision is made over the dull 
area, sometimes higher and sometimes lower than 
the ordinary appendix incision; the external oblique 
or its aponeurosis is divided in the direction of 
the incision, and the fibres of the internal oblique 
and of the transversalis muscles are separated in the 
direction of their fibres ; the peritoneum is opened 
in the direction of the skin incision. The next 
step depends upon whether adhesions have formed 
at the spot opened and whether the general 
peritoneal cavity is shut off. If strong adhesions 
have formed the pus will immediately escape on 
opening the peritoneum, and a large diainage-tube 
should be immediately introduced, and the cavity 
flushed out with normal saline solution. In the 
second condition, where the peritoneum is not 
adherent to the abscess and the abscess lies behind 
the caecum, the general peritoneal cavity is not 
shut off, and so is opened. Sponge clothes are 
packed round the inner, upper, and lower margin 
of the incision, and the abscess is reached by 
inserting the finger on the outer side of the caecum 
and gradually working round to the posterior sur¬ 


face of the gut. This separation of adhesions is 
facilitated by covering the finger with gauze. In 
this way the abscess will be opened, and a large 
tube is immediately inserted and the abscess cavity 
flushed out with normal saline solution. In either 
case the next stage is the same; this consists in 
making a counter-opening in the loin, which is 
absolutely essential for proper drainage. It is 
easily done by making a skin incision i in. long 
above the crest of the ileum and then pushing a 
pair of clamp forceps through the muscles on to 
a finger of the left hand, introduced into the 
abscess cavity ; a large drainage-tube is then drawn 
through by withdrawing the forceps, and in the 
case of a localised abscess the two ends are allowed 
to protrude from the counter and original openings. 
In the case of an abscess behind the caecum the 
tube is guided down into the abscess sac, which is 
drained through the posterior opening alone. A 
second tube is inserted into the abdominal incision 
down to, but not into, the sac, and the rest of the 
wound closed. 

The important points to remember are: (i) 
separation, not division, of muscles so as to avoid 
subsequent hernia; (2) the avoidance of any anti¬ 
septics in washing away the pus, since I believe 
more people have been killed by their use than 
by the disease, so normal saline solution alone 
should be used; (3) in cases of abscess behind the 
caecum the separation of adhesions must be started 
at the outer side of the caecum ; (4) posterior 
drainage must always be provided; and (5) the 
abscess cavity should be meddled with as little as 
possible, and the appendix should neither be re¬ 
moved nor searched for. 

Now we come to a different class of cases— 
namely, those in which the symptoms are more 
acute, and caused by acute perforation or gangrene. 
In such cases the peritonitis will be either general 
or localised; in either case it is imperative to remove 
the appendix at the time of the operation, other¬ 
wise an active source of infection is left. Here, 
again, we must provide a counter-opening in the 
right loin, and if the peritonitis be general another 
counter-opening in the left loin and one just above 
the pubes. Moreover, we must avoid the use of 
any antiseptic, and wash out with normal saline 
solution. With these preliminary remarks I will 
describe the cases. 

Case i. —The first case was that of a popular 
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actor who was seized with a severe pain while | 
acting. He went home, and the next day he | 
apparently was quite convalescent, his temperature j 
and pulse being normal. After nine days, however, 
his temperature was slightly elevated, and a lump ! 
was felt in the right iliac fossa. When I saw him ! 
his pulse was only 88 and his temperature ioo° F. j 
There was a well-marked, indurated swelling in the } 
right iliac fossa, and the tongue was foul. Of | 
course, there was no doubt of the existence of an 
abscess, and this was opened, drained, and a , 
counter opening made on the following day. No j 
attempt was made to find the appendix. The 
convalescence was a little tedious and was retarded 
by a transitory faecal fistula, but was finally perfect, 
and he is again at work. 

Now, the interesting points about this case are : 1 
first, the onset during physical and mental exertion; 
in most attacks the pair comes on immediately 
after some exertion, or after a blow, or after a 
heavy meal. The second point is the period of 
almost absolute quiesence which the patient went 
through after the first day until the ninth—a 
normal temperature and pulse-rate, an absence of 
tenderness in the right iliac fossa, and a general 
feeling of being practically quite well. Suddenly, | 
on increasing the diet, the temperature rises, and i 
then only a degree, and a lump is found, and this, | 
too, without any particular pain. This class of 1 
case teaches us that after the mildest attack of I 
acute appendix pain, absolute rest, low diet, and 1 
watching is necessary for at least fourteen days | 
after the attack. These slow developing abscesses | 
nearly always occur between the ninth and twelfth | 
days. Their prognosis is favourable, as the patho- j 
logy of the cases probably is that some slight 1 
extravasation of pus has occurred at the time of j 
the acute attack, and that dense adhesions have 

I 

formed before the abscess has developed. 

Case 2. —The next acute case was that of a 
little girl, aet. 7 years, whom I saw- with Dr. 
MacBurney on February nth, 1906. The child 
was perfectly well till seven days before, when 
she complained of severe pain* in the abdomen. 
Dr. MacBurney examined her and found some 
rigidity of the right rectus muscle but no tumour 
in the right iliac fossa. He kept her in bed, and 
for two days she seemed comfortable, with normal 
temperature and pulse. On February 9th (the 


fourth day), however, the temperature rose again, 
and on the following day a lump was noticed. 
When I saw her there was a well-defined, hard, dull 
mass in the right iliac fossa, but the pulse was only 
98 and the temperature only ioo° F. The abscess 
was opened and the recovery uneventful. 

Here, again, we get the period of quiescence 
between the acute attack and the abscess well 
marked, and also the formation of the abscess at 
an earlier date, and still without any grave consti¬ 
tutional symptoms. 

Case 3. —The next case was that of a man, 
aet. 25 years, whom I saw with Dr. Beale on 
February 20th. The patient presented very much 
the same history and course as that of Case 1 (he 
had been ill eight days); but it was noticed that 
there was no swelling in the right iliac fossa, but 
that the^ whole of the abdominal viscera were 
pushed forward, and on rectal examination it was 
found that there was a big swelling in the pelvis. 
A median abdominal incision evacuated a quan¬ 
tity of pus, and after drainage the case did well. 
Here, then, was a condition similar to Case 1, but 
in which the leakage evidently tracked down into 
the pelvis, and a pelvic abscess was formed. 
These cases are not so favourable as those in 
which an abscess forms in the iliac fossa, as the 
abscess is more difficult to drain, and, secondly, 
there is a danger of wounding the bladder while 
opening the abscess ; this I have seen to be done 
with a subsequent troublesome cystitis and ascend¬ 
ing pyelitis. Indeed, the difficulties of drainage 
and of the opening have induced many surgeons 
to treat these cases by incision into the rectum in 
the male and into the vagina in the female. I 
have no doubt that the vaginal route is the best 
method of drainage in the female, but I do not 
myself like draining a large collection of pus into 
the rectum, as a troublesome fistulous tract may 
be left. 

Case 4.—The next case was one in which I 
fear that I made an error of diagnosis. This was 
a man, aet. 40 years, whom I saw with Dr. Rox- 
| burgh Fuller, on April 27th. He was travelling 
| in Italy, and ten days before I saw him he caught 
! a chill in Florence. After this he had some abdo¬ 
minal pain, but not sufficient to make him lie up 
j or give up his duties or his journey home. The 
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previous day the pain had been more severe, so 
Dr. Fuller was asked to see him. He found the 
temperature raised to ioi° F., the abdomen full, and 
a distinct lump in the right lumbar and hypochon¬ 
driac regions. The man, however, did not appear 
to be ill. When I saw him on April 27th the 
temperature was 103° F., the tongue was foul, and 
there was a rounded swelling in the right lumbar 
region, which was situated rather higher than an | 
ordinary appendix abscess, and, moreover, one j 
could feel a rounded edge below, and one could | 
not define any upper limit to the swelling, which' j 
seemed to be merged in the liver dulness. The , 
man also gave one a vague history of previous , 
attacks of abdominal pain, and the tenderness was | 
most marked in the upper part of the swelling, j 
Taking into consideration the history of the case 
and the fact that he had not seen a doctor till the 
previous day, when the lump was felt, I inclined 
to a diagnosis of suppurative cholecystitis. When 
I operated, however, I found that it was an abscess 
connected with the appendix, and that it extended 
upwards towards the liver. After drainage the 
patient did well, and his wounds were healed 
within three weeks. This case I consider espe¬ 
cially interesting, as the symptoms up to. the day 
preceding the operation were so mild as not to ! 
make the patient seek medical advice, and the 
fact that he performed his ordinary duties, which 
included some lifting of luggage while travelling, 1 
no doubt accounted for the formation of the 
abscess. The position of the abscess was very 
misleading, and the point which particularly 
misled me was the smooth, rounded edge at 
the lower part of the swelling, since I have been 
inclined to teach that the way to distinguish 
between an inflamed distended gall-bladder and | 
an appendix abscess is the presence of a rounded 
edge below in the former condition and of a 
rounded edge above in the latter condition. 
Fortunately the treatment to be pursued is the i 
same in either case. j 

Case 5. —The next case was one of even greater 
interest: it was that of a boy, set. 10 years, whom I 
saw with Dr. Vallancey on April 26th. He had 
suffered from acute abdominal pain and vomiting 
for three days. There was rigidity of the right rectus 
muscle and tenderness on pressure, but no dulness; 
the temperature was 102° F., but the pulse only 


r00, and the child did not appear to be very ill. 
Under the circumstances, namely, the lowness of 
the pulse-rate as compared to the temperature and 
the absence of any dull swelling, I advised waiting 
till the acute stage had passed before removing the 
appendix. The temperature fell the boy 
appeared, to be convalescent, but after a week he 
began to suffer from vomiting and pain in the 
epigastrium, and his doctor noticed a swelling in 
this region, which he took to be a distended 
stomach as it subsided within a day or so; the 
patient, however, began to emaciate, to have a 
hectic temperature, so I was asked to see him 
again on May 10th, when I found a loss of reso¬ 
nance in the epigastric region and some swelling. 
The right iliac fossa was quite flat and there was 
no tenderness ; the liver seemed pushed up. As 
the temperature was hectic I diagnosed a sub- 
phrenic abscess, and 1 made an incision in the 
middle line above the umbilicus and evacuated a 
quantity of offensive pus. After the operation the 
child did well for a week and then the temperature 
again rose and became hectic, and on May 20th, 
when I was asked to see the child again, I found 
him very bad indeed, with very rapid alee nasi respi¬ 
ration ; dulness on left side of chest, hectic tem¬ 
perature, frequent vomiting, and a rapid pulse. I 
inserted an exploratory syringe into the chest in the 
sixth interspace in the left axillary line and drew off 
some stinking pus. As the child was too ill to bear 
a general anaesthetic I made an incision over the 
sixth interspace under cocaine, and after incising 
the intercostal muscles pushed a pair of dressing 
forceps into the pleural .cavity. A drainage-tube 
was then introduced and a quantity of stinking pus 
evacuated. The child improved considerably after 
this and made progress for a time. He had attacks 
of respiratory failure which were relieved by oxygen. 
About two weeks after the last operation one of 
these attacks came on, and the oxygen was not 
given and the patient died. 

Here we have a case which commenced in the 
ordinary way with pain, sickness, and temperature, 
and such an attack in a child usually subsides and 
allows one to remove the appendix during the 
quiescent period. In the first week all seemed to 
be going well, and on giving the child a little extra 
diet the temperature again rose and vomiting recom¬ 
menced. The absolute freedom from any sym¬ 
ptoms of the right iliac fossa completely masked 
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the formation of an abscess, and so allowed it to 
burrow widely before it was opened. Here we 
have a case of pus tracking upwards, evidently 
due to the fact that the appendix was situated in 
this case behind the caecum, and its tip giving way 
pus found its way in the cellular tissue behind the 
caecum and so into the subphrenic space, finally 
bursting into the lesser cavity of the peritoneum. 
No doubt the abscess was present when the first 
swelling was detected, and its disappearance was 
due to the bursting into the lesser cavity of the peri¬ 
toneum. The further extension of the pus toward 
the left pleura is also very interesting; it is explained, 
of course, by the pus tracking round the left lobe 
of the liver to the left subphrenic space and then 
bursting through the diaphragm into the left pleura. 
I have seen another case within the last year in 
which an empyema (containing stinking pus) 
occurred on the left side after an appendix 
abscess. 

Case 6 .— The next case was one which at first 
sight might not appear to be very extraordinary, 
but the subsequent history is very instructive. It 
was a boy, aet. 7 years, who was admitted into the 
hospital on May 30th, having had symptoms of 
acute appendicitis for three days. There was 
marked rigidity of the right rectus muscle and 
some dulness far back in the loin; there was no 
definite tumour. The pulse, however, was rapid. 
As there was dulness in the lumbar region, a rapid 
pulse and a rigid rectus, I advised immediate 
operation, and I allowed my house-surgeon to do 
the operation, which I had every reason to believe 
would be a simple one. Although the incision 
was made as far outward as possible, the peritoneum 
was opened since the mass was behind the caecum. 
I then directed my house-surgeon, after shutting off 
peritoneum, to hook his finger between the iliac 
fossa and the caecum, by which means he opened 
the abscess, which was situated in the lumbar 
region ; a counter-opening was made in the loin 
and a drainage-tube inserted through this into 
the abscess; a drainage-tube and a gauze drain 
was also placed through the abdominal incision 
down to the abscess. The boy did well for two 
days when the house-surgeon removed the anterior 
drainage-tube and the gauge-plug. Two days 
later, June 4th, the patient complained of acute 
pain during the night and became collapsed. 


1 When I saw him some hours later he was still 
evidently very ill indeed with cold extremities, 
quick respiration, and a rapid, feeble pulse. It 
, was quite evident that a perforation had occurred 
l and the patient had acute general peritonitis. He 
I was given an anaesthetic and I made an incision 
I in the left side of the linea alba above the umbilicus 
I and evacuated a quantity of pus. Counter openings 
j were made in each loin and another above the 
I pubes to drain the pelvis, which was full of this 
| pus. Tubes were placed in all the openings. The 
i child was bad for some days, but gradually im- 
| proved and left the hospital quite well, 
t Of course the interesting points in this case are : 

first, the position of the abscess between the caecum 
1 and the pelvic wall—probably very much the same 
position as the initial abscess in the previous case; 

] and, secondly, the occurrence of the acute general 
I peritonitis after the operation. Of course at first 
sight there would appear to be a great risk of 
setting up acute general peritonitis after opening 
, an appendicular abscess through the peritoneum, but 
really there is no risk of this, if a tube be placed 
1 down to the abscess and the abdominal cavity be 
| shut off from the abscess both during the operation 
and afterwards by packing. The danger lies in 
i removing the packing too early and in not intro- 
1 ducing fresh packing when it is removed. The 
j hasty removal of the packing and of the tube nearly 
| cost the patient his life. 


I Case 7.—The next case was a man, aet. 35 years, 
whom I saw with Dr. Fegan, of Blackheath, on 
July 8th. He had a typical attack of appendicitis 
about ten days before I saw him. The temperature 
and pulse fell, and he appeared to be convalescent. 
On July 7th his temperature again rose and his 
tongue became foul. No tumour, however, could 
be felt in the right iliac fossa, but there was some 
tenderness and some general enlargement of the 
abdomen. On July 8th the temperature fell a 
little and the pulse increased to 120. There vras 
still no tumour in the appendix region and no 
swelling per rectum ; there was, however, some 
abdominal distension, and the patient was evidently 
very ill. I therefore opened the abdomen through 
the right rectus muscle and found congestion of 
the coils of intestine but no purulent peritonitis. 

| The caecum was apparently free, but just inside the 
j caecum a hard mass could be felt, and on separating 
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adhesions between the coils of small intestine some 
foetid pus was evacuated. The pus was evidently 
situated between two coils of small intestine and 
the appendix, which, when isolated, was found to 
be ruptured at its tip, but its base was fairly 
healthy. It was removed and the abscess drained 
anteriorly. The patient did well for twenty-four 
hours and then became collapsed and the abdomen 
became distended. I saw him again and thought 
that he had acute general peritonitis, and I re¬ 
opened the abdomen and found that there had 
been a considerable inter-abdominal haemorrhage 
but no pus; the blood, however, was decomposing. 
It was flushed out and drained. The patient, 
however, only lived a few days. 

Case 8 was a particularly acute case, and so 
deserves mention. It was an Indian lady, set 40 
years, whom I saw with Dr. Walter on August 1st. 
On July 30th she had severe pain in the region of 
the umbilicus and vomiting. On July 31 st the pain 
became localised in the right iliac fossa, and the 
temperature rose to 103° F. When I saw her the 
temperature was 104° F., the pulse 120 and rather 
feeble; the extremities were cold and the patient 
very ill. The abdomen was rather distended, but 
soft. There was rigidity of the right rectus and a 
definite lump in the right iliac fossa. The abscess 
was found, and a quantity of pus evacuated and a 
counter-opening made. The appendix was not 
felt and the general peritoneal cavity was not 
opened. 

This case shows how a large colleqtion of pus 
can form, shut off from the abdominal cavity, within 
three days. The adhesions shutting off the cavity 
are, of course, very thin, and any attempt to remove 
the appendix would break them down and cause 
acute general peritonitis. This is the class of case, 
too, where gteat risk attaches to moving the patient 
to a hospital or nursing-home. 

Case 9.— The next case of interest was that of 
a boy, set. n years, whom I saw with Dr. Grimmer 
on September 3rd. He had enjoyed good health, 
with the exception of so-called “bilious attacks,” 
from which he suffered about three times a year. 
On the evening of September 1st he had one of 
these bilious attacks with pain and vomiting which, 
however, got worse during the night, and so Dr. 
Grimmer was called to see him in the morning; 


he found his temperature elevated, with frequent 
vomiting and severe abdominal pain. There was 
rigidity of the right rectus muscle and tenderness. 

In the evening the temperature rose to 104° F. 
and the pulse to 140. Dr. Grimmer then tried to 
get me, but I was out of town till the morning of 
September 3rd, when I went to see the patient; 
the child then had less pain, the temperature had 
fallen, but the pulse remained 120. The right 
rectus was still rigid and there was some interfer¬ 
ence with the abdominal movements. The abdo 
minal resistance was most marked over the ascending 
colon. The caecum lay fairly free. There was very 
little pain, and the child said he was much better. 

As the child was very ill I opened the abdomen in ' 
the right rectus sheath and found the caecum not 
adherent to the abdominal wall; the caecum was 
then separated from the iliac fossa, and about 6 oz. 
of thin foetid pus evacuated and the appendix 
found. This was brought out of the sac and found 
to be perforated, full of pus, and contained an old 
concretion. A counter-opening was made in loin 
and drained. The anterior wound was closed, except 
for a gauze drain. The patient did well. 

This class of case would be most dangerous if 
not treated at once, since the abscess tends to 
track up into the sulphrenic space or else to burst 
into the general peritoneal cavity. It is inter¬ 
esting to note that in spite of a collection of 6 oz. 
of pus the patient’s temperature had fallen and he 
felt better. When the abdominal cavity has to be 
opened before opening the appendix abscess it is 
as well to remove the appendix. 

Case 10.—The last case to which I shall refer 
was that of a man, set. 68 years, whom I saw with 
Dr. Bateman, of Blackheath. The patient had 
enjoyed very good health and had no definite history 
of any previous attack, but had so-called “ bilious 
attacks.” A little over a fortnight before I saw 
him he asked Dr. Bateman to see him, and the 
doctor found him walking about the garden but 
complaining about some vague abdominal pain. 
The doctor told him to stay in bed the next day 
for him to examine him. It was then discovered 
that there was some tenderness over McBurney’s 
point and a little abdominal fulness; the tern 
perature was only just above normal. l)r. Bate¬ 
man, however, insisted on the patient remaining 
in bed on a low diet, and found that a lump could 
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be felt in the right iliac fossa. After a few days 
this, however, became smaller, so he delayed the 
question of operation. On the night of October 1st 
the patient was seized with severe pain and became 
collapsed ; I saw him on the afternoon of October 
2nd and found him in a very bad condition, with 
a rapid feeble pulse and rapid respirations. He 
was rather cyanosed and sweating profusely. The 
abdominal pain passed off, but the abdomen 
was distended and did not move on respiration. 
It was resonant in the left flank but dull on the 
right side. The condition of the patient seemed 
almost hopeless, but the only chance was an imme¬ 
diate and rapid operation. The abdomen was 
opened by the ordinary appendix incision, a quan¬ 
tity of pus evacuated, a counter-opening made in 
the loin and drainage provided, and the cavity 
flushed out with saline. The patient seemed 
better and rallied for a time, but died the follow¬ 
ing night of heart-failure. This case shows the 
danger of delay in operating when once a definite 
tumour has formed ; the abscess had evidently 
ruptured and a considerable amount of pus escaped 
into the peritoneal cavity producing these acute 
toxic symptoms. In such cases even in old people, 
and when apparently hopeless, a chance of an 
operation should always be given. 

A record of these cases shows us that there is 
nearly always some special point of interest in 
each case of acute appendicitis. 

August 5//r, 1907. 


The Radical Mastoid Operation. — W. S. 

Bryant has published the indications for, and results 
from, the employment of the radical mastoid 
operation. His general conclusions are thus sum¬ 
marised : (1) The radical mastoid operation 

assures cessation of the purulent otitis. (2) It 
is an operation for the immediate relief of this 
condition. (3) It may be the operation of final 
recourse. (4) The hearing is much improved after 
the operation, since in a number of cases the 
auditory function of the middle ear can be almost 
completely restored. A very small number of cases 
derive no improvement in their hearing from the 
operation. (5) The cosmetic results are very satis¬ 
factory. (6) Paralysis of the facial nerve is a very 
rare and unexpected accident in skilful hands. (7) 
The results are uniformly satisfactory when the 
best' technique is employed .—Medical Record , vol. 
lxxii, No. 2. 


SOME HEART AFFECTIONS 
WITHOUT MURMURS.* 

By WALTER BROADBENT, M.D., M.R.C.P. 


I was much honoured by receiving an invitation 
from Dr. Poynton to read a paper before this 
Society, and, as a great many of those present are 
teachers of medicine at our great hospitals, I have 
chosen a subject w^ich I do not think has been 
sufficiently impressed on the more recently qualified 
men, namely, “Some Heart Affections without 
Murmurs.” I have selected myocarditis, cloudy 
swelling, and fatty degeneration. 

Acute interstitial myocarditis occurs most fre¬ 
quently in rheumatic fever, but also in pernicious 
endocarditis, enteric, pyaemia, and other septic 
infections. Microscopically, leucocytes are found 
lying among the muscle fibres, and there is pro¬ 
liferation of the interstitial connective-tissue cells ; 
in septic cases and in enteric, masses of micro¬ 
organisms may be seen surrounded by leucocytes 
and degenerate muscle fibres. The muscle fibres 
are found to be in a state of cloudy swelling, 
swollen and opaque without striation, and some 
are completely destroyed, only granular detritus 
remaining. This acute interstitial myocarditis is 
present to a certain extent in acute valvular disease 
and to a greater extent in pericarditis, being most 
marked in fatal cases of subacute pericarditis 
according to Poynton; but it does also occur 
independently during acute rheumatism, chorea, or 
other fever, without any murmur, its signs being 
increased rapidity of the pulse and progressive 
dilatation of the heart, more of the thin-walled 
right ventricle than of the thicker left ventricle, so 
that the cardiac dulness increases under the sternum 
and towards the right, and the apex beat moves 
more outwards than downwards. The apex beat 
also becomes diffuse and tapping in character, and, 
in fatal cases, gradually becomes imperceptible. 
The heart sounds, which are at first short but loud, 
become frequent, very short, and steadily weaker, 
and the first and second sounds are approximated. 
In many cases of acute rheumatism there are signs 
of myocarditis preceding by some days the develop¬ 
ment of pericarditis or endocarditis. There are no 
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special symptoms beyond dyspnoea and sometimes 
cardiac pain. One often sees children with rheu¬ 
matic pains or slight chorea and a pulse of well 
over ioo, who have not been sent to bed because 
there is no cardiac murmur, though dilatation of 
the heart is present, and the temperature, if taken, 
is above normal. Vomiting occasionally occurs, 
and generally means that the case will prove rapidly 
fatal. When recovery takes place, fibrous tissue 
replaces the destroyed muscle fibres, and the heart 
is left permanently weakened and usually dilated. 

The treatment is that of the’disease during which 
it is found; rest in bed is, of course, essential, and 
in acute rheumatism blisters or a few leeches over 
the praecordium are helpful when acute myocarditis 
is diagnosed early. Rest in bed must be continued 
for some w r eeks after the temperature has fallen, 
since the heart damaged by myocarditis is very 
prone to dilate and repair is slow. Potassium or 
sodium iodide with strychnine promote the absorp¬ 
tion of the inflammatory products, and small blisters 
applied- every two or three days in the second and 
third left spaces, as advocated by Caton, are also 
helpful. Of the results of the neglect of treatment 
I will quote an instance : Ten years ago two sisters 
had scarlet fever and both suffered from rheumatism 
afterwards ; one developed a systolic murmur and 
was, therefore, kept in bed for two months and 
carefully looked after for a year; she still has 
a systolic murmur, but the apex beat is within 
the nipple line, and she is able to play tennis and 
dance, and is, to all intents and purposes, quite 
well. The other sister, not having developed a 
murmur, was soon out of bed and had no special 
care, though in all probability she had myocarditis ; 
she is now a cardiac cripple, unable to exert her¬ 
self without dyspnoea and palpitation. 

Cloudy swelling is the most common of the in¬ 
flammatory affections of the cardiac muscle, being 
found to a greater or less extent in all diseases 
attended by fever, and being very marked where 
there is prolonged high temperature, as in enteric 
and rheumatic fevers, pneumonia, septicaemia, etc. 
The muscle fibres are found swollen and opaque, 
with very fine albumenoid granules which obscure 
the striation ; the addition of dilute acetic acid 
readily dissolves these granules, leaving the muscle 
fibres striated and nearly normal. In advanced 
cases the cloudy swelling goes on to fatty degenera¬ 
tion, and droplets 6f fat are found mainly near the 


i nuclei, and the striation is indistinct and some 
i fibres are altogether degenerate. The interstitial 
tissue is not affected except in the most severe 
cases, which go on to the further stage of acute 
myocarditis. In typhoid, after the second week, 
are seen the most typical cases of advanced cloudy 
swelling. Dr. Stokes, in 1839, was the first to 
describe the physical signs of this condition. He 
held “softening of the heart to be a proper and 
special effect of fever, and its diagnostic signs to 
j be, the impulse of the ventricle becoming almost 
or altogether imperceptible, and the systolic (or 
j first) sound, at the same time, almost or altogether 
1 inaudible.” This gradual shortening and weaken- 
| ing of the first sound and of the impulse is a most 
important sign of danger in typhoid or any other 
I prolonged fever, and the heart should be carefully 
j examined every day with this in view. The 
pulmonary second sound is relatively accentuated, 
and often there is reduplication. Dilatation of the 
| ventricles is only slight, not marked as in acute myo¬ 
carditis. The pulse is rapid, small, and weak, very 
easily compressible, and usually very dichrotic. 

, When recovery takes place some of the muscle 
fibres in the more advanced stages go on to fatty 
i degeneration, and the more marked th# weakening 
of the first sound the greater the number of 
fibres which fail to recover, leaving the heart weak 
and unable to respond to exertion for months or 
1 even years. The right ventricle, owing to the thin- 
- ness of its walls, is most affected and becomes 
more or less dilated; the first sound at the apex is 
often reduplicated until recovery is complete. In 
influenza the advance of cloudy swelling is more 
rapid than in typhoid ; in a severe case the first 
sound of the heart becomes weak and short, and 
the apex beat is hardly perceptible at the end of 
three or four days. Intermittence of the pulse is 
not uncommon as a forerunner of heart failure. In 
| very bad cases there may be a shortening of the 
systole, so that the first and second sounds are 
approximated ; this is probably due to the ventricles 
' not being able, in their weakened state, to finish 
j their contraction before the blood-pressure, low 
I though it is, closes the aortic valves. Recover}’ is 
j very rare from this condition. Sometimes the pulse 
is very slow during the continuance of the pyrexia. 

| The heart sounds are good under these circum- 
| stances, and, in my experience, recovery usually 
1 takes place, and is not followed by permanent 
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bradycardia. After any attack the heart sounds are j 
shorter or less loud than before for some time, re- j 
duplication of the first sound is common, and any j 
exertion increases the rapidity of the beats and may j 
cause cardiac pain, or fainting, or dilatation of the 
heart. There is sometimes, as a sequela of influenza, 
bradycardia, paroxysmal or permanent, in which 
the heart sounds and pulse occur only from twenty 
to forty times a minute. It has been proved by 
Mackenzie, studying and recording the jugular 1 
pulsation in the neck with his “ clinical polygraph,” 
that the auricles in these cases contract at a normal 1 
rate, two or even three times for every contraction 
of the ventricles. There must, therefore, be a 
special degeneration of the muscular connection 
between the auricle and ventricle, the bundle of | 
His, reducing its conductivity, so that the normal 1 
stimulus from the auricle fails to pass on to the j 
ventricles. j 

In diphtheria cloudy swelling passes very 
rapidly into fatty degeneration, so that, even in a 
week, a large proportion of the heart muscle 
fibres may be found full of fatty globules. Sidney 
Martin, Mott and others find there is no neuritis 
of the vagus to account for the rapid heart failure, 
but only this fatty degeneration. Antitoxin has 
not done away with the danger of heart degenera¬ 
tion, though it has considerably lessened it. A 
child may be apparently nearly well three or four 
days after the injection of the antitoxin, but in 
another week may be found pale and anxious- 
looking, with rapid heart sounds and a weak 
pulse ; or less severe signs of cardiac degenera¬ 
tion may first show themselves as late as four 
or five weeks after the onset, and may persist 
for months. At the onset of diphtheria the pulse, 
for the temperature, is rather weak and small, and 
weakness is its characteristic throughout. There 
is often an intermittence of the heart sounds 
followed by one or two short beats before other 
signs of heart failure. In both influenza and diph¬ 
theria this intermittence seems to be a warning 
of trouble to come, and in pneumonia Mackenzie, 
of Burnley, states that he has never known recovery 
when the pulse has become intermittent before the 
crisis. The apex beat does not disappear as often 
as in typhoid, but may even be more distinct from 
being so extremely brief and unsustained, but on 
listening to the heart the first sound is found to be 
very short. In dangerous cases there may be an 


approximation of the two sounds, so that the first 
and second sounds seem to come one on top of the 
other, the heart at the same time beating very 
rapidly. Sometimes there is a marked reduplica¬ 
tion of the first sound at the apex, also with a very 
rapid heart, producing the so-called cantering 
rhythm ; both of these conditions are very serious, 
and recovery is rare. Vomiting is a very frequent 
precursor or accompaniment of this heart failure in 
diphtheria; restlessness, dyspnoea, coldness of the 
extremities, and a lilac-tinted pallor also accom¬ 
pany the condition. Its most frequent onset is 
about the end of the first week, but it may come on 
later with the commencement of paralysis (Stanley, 
‘British Medical Journal,* December, 1903). 

Recovery of the heart is slow owing to the 
amount of fatty degeneration of the muscle fibres, 
many of which are replaced by fibrous tissue. 
Often there is dilatation of the right ventricle. 
Intermittence of the pulse from a short or missed 
heart beat is not uncommon during convalescence, 
and palpitation arises on any exertion. For at least 
two months in some cases there is the danger of 
fatal syncope, and the heart must be watched till a 
good first sound and apex beat return. Acute 
dilatation of the heart may occur from imprudent 
exertion up to a year after a severe attack even 
when antitoxin has been used early. 

In treatment of cloudy swelling Dr. Stokes may 
be again quoted with advantage. “ In fever the 
impulse and first sound, together being weakened 
or abolished, whatever in other respects be the 
patient’s condition, call at once for stimulants as 
his only means of safety, and his safety is insured 
as soon as a fairly perceptible impulse and a fairly 
audible first sound are thus restored to the heart.” 
Of stimulants, strychnine is the most effective, 
especially given hypodermically; brandy, ether, 

I ammonia, caffein are also very useful. Digitalis is 
I not beneficial or even safe after the first sound has 
become very weak, but may be used with advantage 
in the early stages if the heart is rapid, and in 
small doses during convalescence it hastens the 
I recovery of the heart. 

Dr. Sibson, in 1873, first called attention to the 
great danger of distension of the stomach or colon 
to the heart weakened by fever or other disease. 
The right ventricle of the heart lies between the 
diaphragm and the chest wall, and the stomach 
t is just the other side of the diaphragm. When 
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there is cloudy swelling or inflammation of the | 
muscle fibres the thin-walled right ventricle be- , 
comes unable to expand properly if a distended j 
stomach pushes up the diaphragm, and signs : 
of cardiac distress, such as pain, palpitation, gid- I 
diness, and fainting supervene, and in not a few 
cases death has resulted from this cause in typhoid, 
diphtheria, and influenza. Next in importance j 
to estimating the condition of the heart’s impulse 
and first sound is the ascertaining of the height of 
the stomach resonance ; when that rises above'the 
sixth space there is danger, and when to the fifth 
space and high in the axilla that danger is urgent. 
The tympanites is, in many cases, due to the toxins 
of the disease paralysing the nerve control of the 
abdomen, and very strong stimulants are neces¬ 
sary, such as hypodermic strychnine or ether, or 
large doses of Warburgh’s tincture by the rectum. 
The diet must also be altered to small quantities of 
food, if necessary predigested, given at regular 
intervals of two or three hours, and alkalies, dis¬ 
infectants, and carminatives be given half to one 
hour after meals. Sometimes rectal feeding is 
useful to supplement or even replace the small 
meals for a time. Dr. Sibson recommended in 
urgent cases the passage of the stomach tube, but 
this seems rather a risky procedure; where that 
was considered too dangerous owing to the collapsed 
state of the patient he suggested the insertion of 
the needle of a hypodermic syringe through the 
abdominal wall into the stomach; I have once 
seen that done with benefit and without any ill 
after-effect. In the same way distension of the colon 
is a serious danger, and must be treated by aperients, 
intestinal disinfectants, turpentine enemata, or the 
long rectal tube. After the acute stage is over 
strychnine should be continued, with small doses of 
iodide to promote the clearing up of the degenera¬ 
tions. Phosphorus, arsenic and iron are also 
useful, and, if the pulse continues rapid, small 
doses of strophanthus or digitalis. Dilatation of 
the stomach and colon must be treated also if 
they occur during convalescence, as they are still a 
great danger to the weakened heart. An acquain¬ 
tance of mine died from this cause while stooping 
to put on his boots after an attack of influenza. 

Fatty degeneration occurs to a certain extent 
after diphtheria and other acute illnesses, also in 
anaemia, and in long diseases, such as phthisis and 
cancer, also in acute yellow atrophy of the liver 


and in phosphorus poisoning, also in lymphatism, 
of which I know very little; but the most impor¬ 
tant cases are those which arise in the latter half 
of life, some from obstruction of the coronary 
arteries by atheroma or endarteritis, and others 
without any known cause, the coronary arteries 
being unaffected. The heart is found post mortem 
of normal size or more frequently enlarged. It is 
flabby, greasy, very soft walled and easily torn. 
The colour is paler than normal, and looked at 
from the interior there is a mottled appearance of 
yellowish brown and white compared to a thrush’s 
breast. The left ventricle is more affected usually 
than the right, and the musculi papillares suffer 
considerably. Rupture of the heart wall near the 
apex of the left ventricle is a not infrequent cause 
of death, especially in old lunatics. The muscle 
fibres are granular-looking with poor striation, and 
little droplets of fat are seen lying round and at 
the ends of the nuclei. This fatty degeneration is 
not uniform throughout; some patches will be 
found quite healthy, while others are in a very 
advanced stage of degeneration, a mere collection 
of fat globules, hence the mottled appearance. In 
1902 Leick and Winckler (‘Brit. Med. Journ.,’ 
“Epitome,” November 29th, 1902) found that 
when dogs were fed on mutton fat, and were then 
poisoned by phosphorus, the fat which accumulated 
in the muscle fibres of the heart was similar in 
type to mutton fat. They therefore contend that 
in fatty degeneration of the heart the true patho¬ 
logy is to be found in the inability of the cells to 
use .the fat which is brought to them for com¬ 
bustion. The presence of excess of fat is evidence 
of disordered function of the cells, but is not due 
to local disintegration of protoplasm. This is 
contrary to the teaching of the old pathologists, 
but is more hopeful from the point of view of 
treatment. 

The subjects of fatty degeneration of the heart 
are not often fat, generally of average figure, some¬ 
times thin ; they may be pale but mostly look fairly 
well. There may be no symptoms before the 
patient dies suddenly from an unusual exertion or 
shock, or from chloroform anaesthesia, or from a 
first attack of angina pectoris, or sometimes from 
rupture of the heart. Dilatation of the stomach is 
also a frequent cause of death by pressure on the 
heart when stooping or leaning forward. In most 
cases there is shortness of breath, especially on any 
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exertion, often with praecordial uneasiness or pain. 
Vertigo is complained of and faintness. Nocturnal 
orthopnoea or cardiac asthma coming on after a 
few hours’ sleep is another symptom. In more 
advanced cases there are syncopal attacks, marked 
by their duration rather than their intensity, total 
loss of consciousness being uncommon. Apo¬ 
plectic seizures, frequently repeated, in which the 
patient is comatose with stertorous breathing, but 
from which recovery takes place without any I 
paralysis, may occur, the pulse being found ex- i 
tremely irregular and unequal, or sometimes very 1 
slow and of very low tension. The seizures are j 
attributed to anaemia of the brain, and are an I 
exaggeration of the syncopal attacks. Cerebral I 
thrombosis does sometimes take place. j 

Epileptiform attacks, the patient being uncon¬ 
scious and having slight convulsive movements, ! 
followed usually by prolonged faintness, are also 
seen, a very slow pulse, 20 to 30, being found ] 
during the attacks, and generally preceding them, 1 
and the pulse between is slow also, 30 to 60. 
This is one form of Stokes-A dams’ disease. In 
describing cases of this condition Stokes says : “ In 
one patient with epileptiform attacks of five or six 
minutes’ duration, in which he was quite uncon- , 
scious and with a pulse of 28 to 30, there was 
visible a remarkable pulsation in the right jugular 
vein, more than double the number of ventricular 
contractions; about every third contraction was 
strong, and seen at a distance, the remaining ones 
being less distinct.” This is an interesting fore¬ 
runner by fifty years of Mackenzie’s explanation 
of bradycardia. 

Cheyne Stokes’ breathing was first described as | 
a symptom of fatty heart, but is not often seen, ! 
being more common in states of high arterial I 
tension. Stokes frequently mentions cough in his j 
account of cases, but does not lay any stress on it. 1 
In the cases I have seen there have always been j 
signs of oedema of the base of the lungs, and often J 
there has been cough. Last but not least of the 
symptoms is angina pectoris from slight praecordial 
pain to severe and widespread agony. 

The pulse is always short and unsustained, and 
very easily compressible. The artery may be thick- 
walled and tortuous, where atheroma of the coro¬ 
nary arteries has been the primary cause of the fatty 
degeneration, or it may be soft and thin-walled, j 
It is often slower than normal, but may be quicker | 


and may be irregular. Any exertion, such as a 
few quick steps across the room, makes the pulse 
weaker and often irregular. When the hand is 
placed firmly over the praecordial region no impulse 
can be felt or only a faint tap 'in the apical region 
or a diffuse, hardly palpable, undulation. Cardiac 
dulness, especially if the patient is sitting up or 
made to lean a little forward, is generally found to 
be somewhat increased. The heart sounds are 
very weak, notably the first sound, which is usually 
also short, sometimes they can hardly be heard at 
all either at the apex or the base. There are no 
murmurs as a rule; sometimes a systolic murmur 
at the aortic cartilage with a fair second sound 
points to atheroma of the aortic valves, which has 
also attacked the coronary arteries and given rise 
to the degeneration. Arcus senilis was once 
thought to indicate a fatty heart, but this is not so. 

In cases of emphysema, where the cardiac dulness 
is absent, the sounds at the apex may, by interven¬ 
ing lung, be made as weak and indistinct as if the 
heart were fatty, but as a rule there will be per¬ 
ceptible epigastric pulsation owing to hypertrophy 
of the right ventricle, and if the pulse is found to 
be good with fair arterial tension, fatty degeneration 
is excluded. 

Vertigo or faintness in people over forty should 
cause the heart to be carefully examined, also any 
attacks resembling 'petit-mal or epilepsy. 

Treatment .—It is most important that people 
with fatty hearts should live as quiet and unexcit¬ 
ing a life as possible. It is evident from the 
very extreme degree of fatty degeneration found in 
some cases post mortem that life can be prolonged 
till hardly any muscle at all is left, but at any 
moment an unusual exertion, or shock, or excite¬ 
ment, a distended stomach or colon, may finish the 
case. As in cloudy swelling so here the height of 
the gastric resonance must be watched ; any reson¬ 
ance above the sixth space is dangerous, and to 
avoid flatulence the meals should be small, easily 
digestible, and nicely cooked. A great many of 
the syncopal and anginal attacks seem to be started 
by gastric distension. The bowels should also be 
kept regulated, and a mild mercurial pill once a 
week is beneficial in the cases with atheroma. For 
the general treatment plenty of rest and fresh air 
are necessary, and carefully graduated walking 
exercise, beginning with very little and slowly 
increasing, never allowing fatigue or breathlessness, 
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nor any walking against a wind ; going upstairs 
should also be avoided as far as possible. Massage . 
of the abdomen at night when in bed, to empty ' 
the stomach and improve the tone of the bowels, 
and also general massage, are useful in all cases, 
and, when there are frequent or bad syncopal 
attacks, it should replace all exercise for a time. 
One patient told me that massage of the shoulders 
seemed to benefit him especially, and, on the 
theory that that area corresponds to the cardiac 
nerve supply, I have always ordered it since. Of ( 
medicines sodium or potassium iodide combined 
with strychnine, in three weeks’ courses, seem to 
give the best results, probably by delaying or 
removing endarteritis of the coronary arterioles, 
and between times phosphorus and strychnine, or 
iron and arsenic in anaemic cases, do good, and j 
flatulence, if present, must be treated ; the advanced 
cases need also some vaso-dilator, such as erythrol 
tetranitrate, trinitrin, or sodium nitrite, and the 
patient should carry capsules of amyl nitrite when 
there are syncopal or anginal attacks. I think | 
iodides given for three weeks and then stopped | 
for a time give much better results than if they 
are continuously used. 

I am afraid there is nothing original in this 
paper, but its object is to emphasise two points | 
which do not seem to be sufficiently taught: One, 
the serious importance of changes in the condition 
of the heart wall; the other, the great danger of 
tympanitic distension of the stomach in acute ill¬ 
ness or where the heart is weak from any other | 
cause. I 
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With special reference to the prophylactic treat¬ 
ment of tetanus past experience would seem 
to show that the dose of 20 antitoxin units, as 
usually recommended, is too small in the average 
case for prophylactic purposes. For safety’s sake 
it is advisable to administer a somewhat larger 
dose, or to repeat the injections after a few days. 
Should the signs of the disease become manifest 
notwithstanding these precautionary measures, it is 
well to inject 100 to 200 antitoxin units, before 
the outbreak of the general phenomena if possible. 
Especial care should be bestowed upon the local 
treatment of the point of infection. The injections 
are to be repeated every day until the evident sub¬ 
sidence of the symptoms .—The Post-Graduate, 
vol. xxii, No 7. 


Auscultation and Percussion. By S. Gee, 
M.D. London : Henry Frowde and Hodder 
and Stoughton. 

This new edition of Dr. Gee’s work on ‘Ausculta¬ 
tion and Percussion ’ is welcome. Founded upon 
the classics from Auenbrugger onwards and the 
outcome of experience, the book is itself in turn a 
classic. 

It must be said a multitude of readers, who seek 
the aid of a running pen in their author, are apt to 
lay the book aside. The subject, if elaborated in 
one way, is equally condensed in others. The 
arrangement by primary, secondary and subsidiary 
numbers and paragraphs, if conducive to greater 
logical precision, which we doubt, certainly requires 
in the student a high degree of concentration of 
attention, but in this greater stimulus to thought 
lies its greater value to the student. 

There are but few changes in the work since the 
1877 edition. The term “consonating rale” is 
presumably objected to; otherwise its common 
use seems to call for its recognition. Instead we 
still find the term “ reverberating rale,” which has 
no vogue. 

In the past twenty years the necessity for prompt 
treatment of lung tubercle has been recognised 
and consequently attention to physical signs, 
despite other aids, has become more keen. The 
student has no longer to say, is there a cavity or 
not ? but to gather up the observations rather that 
denote the first changes in the lung. In this con¬ 
nection we note there is an omission from this 
edition of a section upon the height of the pul¬ 
monary apices—surely a retrograde change. The 
loss of pulmonary percussion resonance above the 
clavicle is one of the commonest signs of early 
infiltration by tubercle. Dr. Colbeck has shown 
that in a normal person this resonance will descend 
to the extent of half an inch with the descent of 
the diaphragm; accordingly the observer must 
take no note of so small a difference unless he 
percuss at the same phase of respiration over either 
clavicle. It is true in normal persons want of 
symmetry other than the above occurs, and in right- 
handed persons there is occasionally a lower level 
of resonance on that side. This point has been 
elucidated by Sir Hugh Beevor. 

Skiagraphy will emphasise the importance of our 
long-practised methods of examination in early 
phthisis. Clinical observers have noted the great 
frequency of a diminished movement of the chest 
wall, not locally, but where the normal excursion 
is greatest. This again receives insufficient em¬ 
phasis, we think, in this work. 

The new edition, then, has not been recast, and 
there are some who no doubt approve of this, 
although we believe there are additions and 
changes that deserve a place in it, lest it become 
solely a classic work. 
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GALL-STONES: THE DIAGNOSIS AND 
INDICATIONS FOR OPERATION 

A Clinical Debate held under the auspices of the Chelsea 
Clinical Society. 

Mr. J. D. E. MORTIMER, President, in the Chair. 


Dr. Hale White. Mr. L. A. Bidwell. 

Mr. Mayo Robson. Dr. H. D. Rolleston. 

Dr. Seymour Taylor. Mr. H. J. Waring. 


The President said it gave him great pleasure on 
behalf of the Society to offer his best thanks to 
those who had kindly come to speak and to extend 
a hearty welcome to any visitors present It had 
for some time been their custom to have an annual 
debate, and it was always their aim to select some 
subject that was interesting to the physician, to the 
surgeon, and to the general practitioner—some 
subject in which knowledge was advancing and 
which was also of practical clinical importance— 
and he thought the subject they had chosen fulfilled 
all the conditions he had mentioned. He thought 
they wanted to know more particularly about the 
diagnosis of those rather latent chronic cases in 
which the typical symptoms of the text-books were 
either slight or absent, but where one met with signs 
and symptoms which were more or less secondary to 
some complications, and consequently the patient 
was thought to be suffering from some other con¬ 
dition, such, for instance, as duodenal ulcer. Of 
course he was not forgetting that in some acute 
conditions—suppuration and perforation, and so 
forth —diagnosis was often, at times, very difficult. 
But indications for operation, even if just an ex¬ 
ploratory operation, were sufficiently obvious. He 
hoped, however, they would also get some informa¬ 
tion about that point. 

Dr. Hale White said: My first duty, Sir, is to 
thank the Chelsea Clinical Society for having 
flattered me by asking me to take part in this 
debate. The subject of the diagnosis and treat- 
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ment of gall-stones is one of the most difficult in 
medicine. Taking the diagnosis, the first thing to 
remember is that gall-stones frequently exist 
although they cause no symptoms. Schroder 
t found gall-stones in 25*2 percent, of all the patients 
I over sixty who came into the post-mortem room at 
Strasburg, and when we remember that they are 
much commoner in women than men we should 
expect about half the women in the world to have 
symptoms of gall-stones if all who had gall-stones 
suffered therefrom. This certainly is not so; 
indeed, I find that in my work the diagnosis of 
| gall-stones is only made in 2 per cent, of all the 
patients seen. Two reflections may here be made, 
namely, that as gall-stones are so often present 
without being associated with the symptoms usually 
ascribed to them, perhaps these* symptoms are not 
directly due to the gall-stones but to some other 
^ factor; this is certainly true of many symptoms, e. g. 
the rigors and temperature are caused by bacterial 
infection ; and secondly, as gall-stones are so often 
unassociated with symptoms, we should expect the 
symptoms with which they are associated to some¬ 
times subside although the stone remains ; clinical 
experience supports this. Recent researches have 
done much to facilitate diagnosis, e.g. X rays for 
many conditions, examination of blood for others, 

. and so forth, but unfortunately there is no improve- 
\ ment in our power of diagnosing gall-stones, and 
what Naunyn wrote some years ago is still true: 
“ Accurate statistics of the occurrence of gall-stones 
can only be based upon post-mortem data. The 
diagnosis of cholelithiasis during life is far too un¬ 
certain, as is very clearly shown by the fact that it 
is actually in old people in whom these concretions 
are commonest that they are least frequently dia¬ 
gnosed.” The only way in which gall-stones can be 
diagnosed with certainty is to find them in the faeces, 
but it must be remembered that masses of fatty 
material sometimes passed in the motions may 
closely resemble gall-stones. Probably most of us 
must plead guilty to not always searching the 
j motions as thoroughly as we ought. Eighteen 
1 months ago I saw, with Dr. Benstead, a man, aet. 
f 49 years, who was jaundiced and who had an 
r enlarged liver; no diagnosis could be reached until 

I t one day on searching the motions two small 
facetted gall-stones, the size of a pin’s head, were 
found, and thus an extremely obscure case was 
made plain. The number of gall-stones that may 


be passed is enormous, I have known two table¬ 
spoonfuls of gall-stones the size of linseed to be 
found in a single motion. So difficult is the dia-« 
gnosis in many cases that, unless gall-stones arel 
found in the faeces, it is always a matter of doubt. 
A moment ago I quoted Naunyn’s remark that gall- * 
stones were least often diagnosed among those in 
whom they are most frequent, namely, the aged ; 
this is, I think, partly due to the fact if they are 
going to produce symptoms they will probably do 
so soon after their formation, in support of which 
suggestion I would urge that very often severe 
symptoms are associated with small or only 
moderate-sized stones; hundreds may be found 
post mortem in patients who have presented no 
symptoms, and even when a gall-stone is large 
enough to produce intestinal obstruction the 
patient’s history usually does not suggest that the 
gall-stone caused any symptoms during its sojourn 
in the gall-bladder. But another reason why the 
diagnosis of gall-stones is frequently overlooked ini 
the elderly is that it is oftei\very difficult indeed to I 
tell the difference between a case of gall-stones and 
malignant disease of the stomach, pancreas, duo-, 
denum, gall-bladder and liver. I could quote many 
cases illustrating this ; a good example is that of 
an elderly lady who had had jaundice, pain over 
the gall-bladder, and pain in the right shoulder. 
Dr. R. J. Swan, Mr. Jocelyn Swan, and I all 
thought she was suffering from gall-stones, but 
operation showed that all her trouble was due to 
malignant disease of the ovary with secondary 
deposits in the peritoneum. Speaking generally, 
when the diagnosis lies between gall-stones and 
malignant disease the patient has malignant 
disease, and I have known more than one case 
in which a proper appreciation of the fact 
that a little blood had been passed by the 
rectum would have prevented qfror. Sometimes 
the mistake is made of thinking that the patient 
has a growth when in reality the trouble is gall¬ 
stones, and the inflammation produced around 
them. Thus I made a post-mortem examination 
on a patient who on account of a dilated stomach 
and a tumour to be felt in the region of the pylorus 
was thought to have malignant disease of the 
pyloric end of the stomach, but the case proved 
to be one in which the gall-bladder, which con¬ 
tained gall-lstones, had become adherent to the 
pylorus as a result of local peritonitis around it. 
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The thickened, matted peritoneum formed a mass 
which was the tumour felt during life, and the 
thickening of the pylorus led to the gastric dila¬ 
tation. This is not an uncommon condition; not 
long ago I was present on successive days at explora¬ 
tory laparotomies illustrating the same thing. At 
the first it was the opinion of all present that the 
gall-stones had induced malignant disease of the 
1 gall-bladder, and so the abdomen was closed with- 
£ out any further operation. The patient got per¬ 
fectly well and remained well for years, so we 
** may conclude that what was mistaken for a growth 
was really inflammatory. In the second case the 

( surgeon, on opening the abdomen, found such a 
large mass in connection with the gall-bladder that 
it appeared that the trouble was malignant, but as 
a blood examination showed a high leucocytosis 
the tumour was incised, and it was found to be a 
mass of inflammatory material containing an ab¬ 
scess in which lay several large gall-stones. 

/ The consideration of these cases raises the 
* important question of how far malignant disease of 
the gall-bladder or bile-ducts is due to gall-stones. 
1 Considering the enormous number of elderly people 
who have gall-stones it cannot be that a large 
proportion of the gall-stones that exist lead to 
carcinoma, although the total number of cases of 
carcinoma of the gall-bladder and bile-passages is 
considerable. Carcinoma of the gall-bladder and 
bile-passages was misinterpreted by writers of about 
forty years ago, and hence they placed the number 
of cases of primary malignant disease of the liver 
far too high; for example, Frerichs considered that 
the proportion of primary to secondary malignant 
disease of the liver was 1 to 5, but our records at 
Guy’s Hospital show it is really 1 to 25. No 
doubt many of Frenchs' cases of primary disease 
were really malignant disease of the gall-bladder, 

| and gall-stones are present in 95 per cent, of all 
cases of malignanfr disease of the gall-bladder. 

Dr. N. F. Ticehurst has recently analysed 11,031 
post-mortem records from Guy’s Hospital, and 
found that gall-stones were found in 333 of the 
11,031 patients. If we exclude those who were 
under 20 years of age, gall-stones were present in 
6*3 per cent, of the patients who died, but inasmuch 
as probably sometimes the pathologist omitted in 
his report to mention the presence of gall-stones 
we may perhaps say that they were present in 
between 350 and 400. During the years that 


these 11,031 autopsies were made there were 45 
examples in the post-mortem room of primary 
carcinoma of the gall-bladder, and in 43 of these, 
or 95 per cent., gall-stones were present, and there 
were 15 cases of primary carcinoma of the bile- 
ducts, and gall-stones were found in 11, or 75 per 
cent. The incidence of age and sex in the cases 
of gall-stones and carcinoma of the biliary passage 
is the same in both; sometimes there is a definite 
history of gall-stone colic which has preceded the 
symptoms of carcinoma of the biliary passages ; 
sometimes an examination of the specimen very 
strongly suggests that the gall-stones preceded the 
cancer, so that the evidence from the post-mortem 
room at Guy’s Hospital is very strongly suggestive 
that the growth was preceded by the gall-stones, 
and taking into consideration the fact that when 
the biliary passages are affected by growth secondary 
to that elsewhere gall-stones are very rarely found, 
Dr. Ticehurst considers, and I think he is no 
doubt right in his consideration, that gall-stones 
are a cause of carcinoma of the biliary passages, 
and the results of his investigations are supported 
by other authors. We have seen that during the 
time in which between 350 and 400 cases in which 
gall-stones were present 43 cases of cancer of the 
gall-bladder and 11 of the rest of the biliary 
passages, or 54 in all, were associated with gall¬ 
stones, and 54 out of between 350 and 400 is 
about 15 per cent. Some of the 350 or 400 patients 
might have shown carcinoma of the biliary passages 
if they had lived longer, which would make it 
appear that in about 20 per cdnt. of all the cases 
of gall-stones, cancer of the gall-bladder and biliary 
passage may follow, but perhaps this figure is rather 
too high, for some patients who get gall-stones may 
possibly pass them all before death—a suggestion 
supported by the fact that many persons suffer 
from all the symptoms of gall-stone for a time and 
then enjoy good health for many years, and die of 
some malady quite unconnected with gall-stones. 

Thus, as gall-stones so frequently lead to car¬ 
cinoma of the biliary passages it is not surprising 
that the diagnosis between cancer and gall¬ 
stones is often ve^y difficult, in fact, I think, 
sometimes impossible, and further, the stomach, 
duodenum, and gall-bladder are all so close 
together that it may be impossible to say in which 
the growth originated even if it exists. There is 
also a group of cases in which we only know that 
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the patient has pain in the pyloric region with 
signs of a dilated stomach; here it may be impossible 
to say whether the trouble is that gall-stones have 
set up malignant disease of the gall-bladder and 
this is causing pyloric obstruction, or whether 
malignant disease of the pylorus or duodenum is 
present, or whether all the trouble is due to the 
non-malignant inflammatory results of gastric ulcer, 
duodenal ulcer or gall-stones. Certainly duodenal 
trouble may, like that due to gall-stones, cause 
pain over the right shoulder, but haematemesis and 
melaena are of great help, if present, as indicating 
that the trouble is in the stomach or duodenum, 
and a history of jaundice is of help as pointing to 
gall-stones. Other diseases of the liver will, how¬ 
ever, cause pain over the shoulder; for example, it 
may be very severe with growth, and everyone must 
have experienced the difficulty of diagnosing a case 
in which no primary seat for the growth can be 
found, no lumps can be felt in the liver and the 
patient is deeply jaundiced. Such a case may well 
be one of malignant disease of the pancreas. It is 
^most desirable to diagnose these cases correctly, 
‘for there is no advantage in opening the abdomen 
if the case is one of malignant disease, and I would 

[ suggest that if the jaundice is deep and long-lasting 
the case is almost certainly one of malignant 
disease, for it is exceptional to meet with a stone 
impacted in the common duct and causing long- 
lasting jaundice of a deep tint, and if it does so 
some form of infection, e. g. portal pyaemia, usually 
results, so that we should have a temperature of 
greater height and wider range that we meet 
with in cases of growth, and also rigors are present. 
Before leaving this part of the subject I may men¬ 
tion as illustrating the great difficulty of diagnosis 
the case of a man, aet. 42 years, seen with Dr. 
A. C. E. Gray. For six weeks before I saw him 
he had had paroxysmal attacks of pain in the 
upper part of the abdomen and back ; it was so 
severe that he often had to go down on his knees. 
He had been jaundiced a week and sick several 
times. There was nothing in his history, appear¬ 
ance, or physical examination to suggest malignant 
disease in any part of his bod^. The urine con¬ 
tained much bile, the motions were pale, the liver 
was smooth and uniformly enlarged, a rigor with a 
temperature of 105° F. occurred a few days later, 
and with it some blood appeared in the motions. 
A diagnosis of gall-stones with infective cholangitis 


was made by all who saw him, and a surgeon 
opened the abdomen only to find considerable 
malignant disease of the head of the pancreas with 
secondary deposits in the liver. It is a question J 
whether in this case the presence of blood in the! 
motions once should not have led us to a correct 
diagnosis. » 

Leaving these frequent difficulties let us now 
turn to those which are rare. Inasmuch as gall¬ 
stones and floating kidney are both common in 
women, we must always bear in mind the possibility 
of mistake, especially as the symptoms of floating 
kidney are so variable. Once I have known a 
floating kidney produce jaundice ; it was possible 
by pressing the kidney upwards to cause the 
patient to become yellow and bile to appear in the 
urine. Mr. Arbuthnot Lane fixed the kidney, and 
although this did not cure the many neurotic 
symptoms from which the patient suffered he 
never had another attack of jaundice. Only once 
have I known the difficulty arise as to whether 
the patient had a renal or a biliary calculus, and 
then it was finally decided that probably he had 
both. 

Aneurysm of the hepatic artery may produce 
jaundice, but such an aneurysm is always due to 
malignant endocarditis, and in the only case I have 
seen the symptoms did not at all resemble those 
of gall-stones, but I have seen a man in whom the 
frequent recurrence of paroxysms of abdominal 
pain led to the fairly confident diagnosis of gall¬ 
stones, but later on it became clear that he was 
suffering from an aneurysm of his cceliac axis. 
Sometimes the question is raised whether a patient 
who is jaundiced owes his jaundice to syphilis. 
Although we are all familiar with the effects of 
acquired syphilis in the liver I think it will be 
generally agreed that jaundice is hardly ever 
produced. 

We may, I think, sum up by saying that the* 
diagnosis is, if the stones are not found in the faeces,] 
often extremely difficult, and commonly mistakes ] 
are made between gall-stones, malignant disease 
and chronic inflammatory trouble, including gastric 
and duodenal ulcer. Much more rarely floating 
kidney, renal calculus, and a’neurysm give rise to 
difficulty. We now come to the question of treat¬ 
ment and the fact that in so many cases of 
malignant disease of the gall-bladder the trouble is 
to be ascribed to gall-stones leads us to consider 
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pW/ care fully if gall-stones kill in any other way. Gall- 
j\l stones very rarely cause death directly. Cases 
have been described in which biliary colic was so 
severe that the patient died exhausted, but such 
are so excessively rare that they need hardly enter 
into consideration; no case occurred at Guy’s 

1 Hospital during twenty-five consecutive years, nor 
was there one of death from persistent vomiting 
nor from paralytic distension of the bowels. 

Jaundice which lasts a long while and is due to 
the impaction of a stone in the common duct is 
not rare, and there is a general impression that it 
may be fatal, but the danger of fatal cholsemia from 
this cause is really very slight. I have never had 
^ | a case under my care. Fagge wrote : “ During the 
twenty-one years from 1854 to 1874 inclusive I 
cannot find a single case recorded in our post¬ 
mortem reports at the hospital in which death 
occurred with chronic exhaustion and wasting as a 
result of the jaundice due to the impaction of a 
gail-stone in the common duct.” Naunyn only 
met with one himself. From the years 1876 to 
1890 inclusive, at Guy’s Hospital, Ticehurst only 
found one case ; I was present at the post-mortem 
examination. During life the patient was thought 
to have malignant - disease of the liver, but at 
death the fatal jaundice was found to be due to 
impaction of a stone in the common duct. It 
is well known that these cases usually recover ; it 
[ y( to may be after many months, because the stone im- 
^ *1 pacted in the termination of the common duct 
ulcerates into the duodenum. On the other hand, 
^^patients who are deeply jaundiced bear operations 
badly, and some surgeons report a high mortality 
from operating upon them; therefore, if the case 
is one of chronic jaundice due to impaction of a 
gall-stone, the patient is best without operation, 
for he will very likely get well if left to himself. 

Gall-stones frequently ulcerate their way into the 
neighbouring viscera, and so fatal haemorrhage 
may take place, or, again, the stone ulcerating into 
the portal vein may set up portal thrombosis, but 
both these accidents are so exceptional that they 
may be almost neglected in considering the cause 
of death in gall-stones. Ulceration of a gall-stone 
into the intestine is not very rare, and, as is well 
known, the stone may cause intestinal obstruction, 
but when this occurs it may be relieved by opera¬ 
tion. Ticehurst found that, excluding the cases of 
intestinal obstruction, out of over 11,000 post¬ 


mortem examinations biliary fistulae only led to 
death twice—once from haemorrhage and once 
from general peritonitis. On the other hand it is 
probable that fistulae are by no means uncommon. 

Apart from malignant disease danger is to 
be apprehended from gall-stones almost entirely, 
because in a certain number of cases infection 
of the biliary passage sufficient to cause dangerous 
symptoms takes place. There are many varieties f 
of this infection, e.g. inflammation of the ducts / 
without the formation of pus, pus in the ducts, ' 
abscess of the gall-bladder, and portal pyaemia ; out 
of certainly 333 and probably between 350 and 
400 cases of gall-stones at Guy’s Hospital, Tice¬ 
hurst found 15 were fatal from septic complications, 
say about 4 per cent. We have already seen that 
probably about 20 per cent, of the cases of gall¬ 
stone carcinoma of the biliary passage follows, but 
it must be remembered that this estimate that 
about 24 per cent, of all cases of gall-stones are 
ultimately fatal, is made on the assumption that if 
a person has ever had gall-stones some will be 
found post mortem; but probably this assumption 
is incorrect, and we shall never be able to say with 
accuracy the proportion of persons having gall-, 
stones that owe their death to gall-stones, but at 
any rate I should think it cannot be less than 15 
per cent., and this raises the important question 
whether all persons with gall-stones should not 
have them cut out as a preventive measure ? The 
answer to that must come from the surgeons, who 
ought to let us know the mortality after operation 
among these patients. If the mortality is as high 
as 10 per cent, when operating upon an uncompli¬ 
cated case o? ^gall-stones, probably taking them out 
merely because the patient is liable to malignant 
disease or infective troubles if they are left in is 
unjustifiable, but often operation is undertaken 
because the pain is unbearable. Further, it will be 
of great interest to hear from surgeons how often 
gall-stones re-form after the gall-bladder has been 
emptied ; if their recurrence is at all frequent this is 
a strong argument against preventive operations. 

I have myself seen them recur, but very rarely. It 
might be urged in favour of their removal that if 
left they are liable to set up chronic pancreatitis. 
That a stone lodged in the termination Of the 
common duct should set up chronic thickening of 
the head of the pancreas is only what we might 
expect, and this thickening may well press upon 
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the common duct and continue the jaundice caused 
by the stone. But that this state of affairs ever 
requires operation is very doubtful. My atten¬ 
tion was first directed to the matter by the case 
of a man who had long-lasting jaundice and 
was very wasted and weak. A diagnosis of malig¬ 
nant disease of the head of the pancreas was 
made, and the patient was dissuaded from opera¬ 
tion, but he was so very anxious when he heard 
that drugs could not benefit him to see whether 
surgery could that the abdomen was opened. The 
head of the pancreas was at the operation felt to 
be so hard and thick that it was concluded that 
the patient had malignant disease of it, and the 
abdomen was closed nothing further being done. 
The patient got perfectly well and remained well 
for years, and I have seen other cases of long-lasting 
jaundice in which the diagnosis of chronic pancrea¬ 
titis was made and the patient got perfectly well 
without surgical interference. Now, if chronic 
pancreatitis were mistaken for anything in the 
post-mortem room it would be for malignant 
disease of 'the pancreas. But going through our 
post-mortem records for forty-one years I found 
0 case entered as chronic pancreatitis. There 
were fifty-seven cases of primary malignant disease 
of the head of the pancreas with secondary deposits 
elsewhere in the body. Obviously they could not 
be instances of chronic pancreatitis. There were 
ten fatal cases entered as primary malignant dis¬ 
ease of the pancreas without secondary deposits. 
On first thought it might be urged that they were 
instances of chronic pancreatis, but four were 
examined microscopically and there was no doubt 
of their cancerous nature; one was a fungating 
growth, obviously cancerous, another was a sup¬ 
purating mass that from the description must cer¬ 
tainly have been cancerous, and of the remaining 
four, one I think was undoubtedly a fatal case of 
chronic pancreatitis, but it is extremely doubtful 
whether the other three were so; therefore in forty- 
one years, during which time 20,000 post-mortem 
examinations were made at Guy’s, we have had only 
one certain case of fatal chronic pancreatitis and 
three doubtful ones, so at the outside we have 
only had four fatal cases, and as it is very unlikely 
that all three doubtful cases were chronic pancrea¬ 
titis, we may, I think, safely say that our fatal cases 
in forty years only amount to two or three. 
Therefore, I suggest that if a diagnosis of chronic 


pancreatitis is made don’t drain the gall-bladder 
or do any other operation, for the patient will 
almost certainly get well if left alone. We have^ 
already seen that a fatal result from an impacted 
gall-stone is excessively rare ; obviously no opera¬ 
tion can be done for portal pysemia, so that the 
only patients that need be operated upon when 
jaundiced are those in whom a local collection of 
pus has formed in the gall-bladder or elsewhere, 
or the gall-bladder has become phlegmonous. It 
would surprise anyone who has not watched cases 
to see how patients with chronic jaundice not due 
to growth or cirrhosis will get well if left alone, and 
this is welcome, for patients who are deeply jaun¬ 
diced are by no means ideal subjects for operation. 

I think it is probable that ultimately the correct 
teaching will be that operations in connection with 
gall-stones should fall into two main groups: those 
undertaken to remove stones in between attacks of 
activity to save the patient from the likelihood of 
subsequent growth and septic complications, and 
those undertaken for direct results of gall-stones, 
such as adhesions obstructing the duodenum, and 
intestinal obstruction produced by a stone. 

When we turn to the medical treatment we are 
met with the difficulty that the diagnosis of gall¬ 
stones is so uncertain that statistics are worth 
nothing. I can only say that I, like others, have^ 
seen people whom I have thought to have gall 
stones get much better for taking olive oil—the 
more the better. Some will take half a pint a 
day, and if they cannot take it neat they may try ( 
it flavoured with coffee or lemon, or they may 
mash it up with their food. Should the nausea 
produced prove insuperable they may take 7 
minims of oleic acid in a capsule three times a 
day, but of course neither this nor oleic acid 
should be pushed if they cause severe indigestion. 
We do know that oleic acid is one of the best 
solvents for cholesterin, and that soaps and fats in 
the bile help to keep the cholesterin in solution, 
and it may be that by taking an excess of oleic 
acid an excess is excreted in the bile. 

So many who are supposed to be suffering from 
gall-stones appear distinctly improved by a course 
of treatment at Carlsbad that it seems that it 
must often do good, and if the patient can¬ 
not go to Carlsbad she may take every morning 
a dose of Carlsbad salts dissolved in a large bulk 
of hot water. There is no evidence that diet or 
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( the drugs that are incorrectly called cholagogues 
have any influence for good, but as gall-stones are 
commonest in women who have borne children the 
upper part of the abdomen should be free to move 
easily, and probably exercise is useful in that it 
I promotes deep breathing. We may, I think, sum 
i up by saying that olive oil and Carlsbad treatment 
should always be given a fair trial, and if they fail 
then the question should be seriously considered 
whether it would not be well to remove the gall¬ 
stones, not only to get rid of the pain of them, but 
because of the carcinoma and infective conditions 
| that may follow. ' 


Mr. A. W. Mayo Robson, after thanking the 
Council of the Society for inviting him to open 
a discussion on the diagnosis and surgical treat¬ 
ment of gall-stones, said : The subject is such a 
large one that it is really difficult in a short speech 
to treat the symptoms, points in diagnosis, and 
complications as seriously as one would like to do. 
It seems to me that to consider gall-stones from a 
diagnostic point of view as one disease is too 
f indefinite; we must consider the position of the 
I concretions in taking an account of the symptoms. 

Gall-stones in the gall-bladder may go on for years 
^ and produce no symptoms whatever, unless it 
| happens that an infective catarrh spreads up the 
I bile passages and produces infection of the gall¬ 
bladder, when symptoms will certainly arise, and 
these may become serious: cholecystitis, suppura¬ 
tion in the gall-bladder, gangrene, and various 
* other extremely serious complications which, what- 
I ever Dr^ Hale Whi^p mav say about gall-stones not 
\ being dangerous, do produce death in a very great 
Vnumber of cases. As soon as gall-stones descend 
into th e cystic duct we have a very different train 
^ of symptoms : the well-known spasms, extremely 
severe pain, so intense at times that it may pro¬ 
duce death from collapse ; distension of the gall¬ 
bladder with mucus or muco-pus, and if the 
infection is severe abscess may follow, with phleg¬ 
monous or gangrenous cholecystitis ; or there may 
T be ulceration of the gall-bladder or bile-ducts, 
/ fistulae of various kinds, and many other compli- 
\ cations. When the gall-stones pass further and 
1 get into th e common duc t they produce jaundice, 
I and very frequently infective or suppurative 
l cholangitis with such sequences as abscess of the 
Iliver, septicaemia, pyaemia, and many other infec¬ 


tive diseases. So that to speak of gall-stones 
simply almost says nothing from the point of view 
of exact diagnosis, because the symptoms are so 
different in the various positions of the concretions. 
Although in the absence of infection, gall-stones 
may lie dormant for many years, they are apt to 
become actively dangerous at any age, even in the 
very old, and I have had to operate on many 
patients over seventy years old for the various 
complications due to gall-stones that must have 
been lying dormant for years. As an example I 
might mention that I was recently asked to see an 
old gentleman in his eighth decade, supposed to I 
be suffering from intestinal obstruction. He was I 
vomiting incessantly, and had been for forty-eight 
hours. There was clearly greater obstruction than 
that confined to the large intestine, the vomiting 
was so incessant. On opening the abdomen I 
found a tumour under the right costal margin, a 
thickened, acutely inflamed, and ulcerated gall¬ 
bladder, which had ulcerated both into the stomach 
and colon, and into the former had been dis¬ 
charged a gall-stone the size of a pullet’s egg. Up 
to the time of the acute seizure the patient had 
never had any symptoms of gall-stones, but when 
infection occurred it was a terribly serious affair. 

I removed the gall-bladder, took the gall-stone 
from the stomach and another from the cystic 
duct, and closed the openings in the stomach and) 
colon. The patient recovered from the operation, 
and is living some months later. I could point to 
many other cases o f aged patients in which I have & 
had to operate for gall-stones ^Tiich had never * 
produced symptoms before the acute seizure. So 
that, though gall-stones may not be producing 
symptoms, it does not at all follow that they are 
not dangerous. 

When gall-stones are in the cystic duct there are 
many diseases from which we have to diagnose them, 
but I do not agree that there is as a rule any very 
great difficulty in the diagnosis, or that our powers 
of diagnosis have not advanced within the last fifty 
years. We may at times only be able to diagnose 
the complications and fail to diagnose the gall¬ 
stones that produce them until we operate. But 
if we go thoroughly into the history, I think in a j 
large proportion of cases we can, provided we go , 
carefully over the various points, diagnose gall- j 
stones. Take, for instance, the characteristic 
point of tenderness between the umbilicus and the 
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ninth costal cartilage. In certain gall-stone cases 
even where there is no jaundice, you will find very 
characteristic tenderness on pressure by the finger 
at some point between those two parts, and usually 
about one inch above and to the right of the 
umbilicus. With that you will find a marked 
rigidity of the right rectus and a radiating pain 
which passes round the right side to a point 
beneath the right scapula; it is unlike duodenal 
pain which passes round to the loin. With that 
radiating pain there is frequently found a pain 
passing across the epigastrium. The radiating pain 
and the rigidity of the right rectus together, taken 
with the irregularity of the attacks, are highly 
characteristic of gall-stone. The pain does not as 
a rule recur daily like that of duodenal ulcer, 
which comes on from three to four hours after 
meals, and is relieved by food, but comes on with 
great irregularity once a week or once a month, or 
even once in three months or at longer or shorter 
intervals. These symptoms seem to me very 
characteristic, and can seldom be mistaken for 
anything else than gall-stone. With regard to 
gastric or pyloric ulcer, you have pain and rigidity 
*n the epigastrium, the pain radiating nearly always 
round to the left. When there are gall-stones 
causing adhesions to the pylorus the pain at times 
seems to be transferred to the left side of the 
abdomen, but, although a patient may complain 
of pain on the left side, if there are gall-stones he 
will have a tender point on the right side. I 
would specially insist on the importance of that 
tender point, which has to my mind the same 
diagnostic value as has McBurney’s point in 
appendicitis. 

I cannot enter into all the points of diagnosis 
here, but I have known of cases of gall-stone dis¬ 
ease diagnosed as duodenal or gastric ulcer, angina 
pectoris, locomotor ataxia, spinal neuralgia, hysteria 
or nervous spasms ; this last is a very good cloak 
for ignorance. If patients come to me diagnosed 
as suffering from nervous spasm I am fairly certain 
to find some truly organic disease. Peritoneal 
adhesions due to an old duodenal or pyloric ulcer, 
producing attachments to the gall-bladder, may 
cause symptoms closely simulating gall-stone, 
because in the process of digestion the gall-bladder 
may be kinked and dragged on, thereby producing 
some obstruction to the outflow of bile. Should 
an operation be done for such a condition the 


mistake is not serious, because by operation 
you relieve what is producing the pain. I have 
seen right renal colic mistaken for gall-stone, but 
in such cases the characteristic radiating pain and 
the urinary symptoms should distinguish the con¬ 
dition. You can easily manipulate a kidney bi- 
manually so as to distinguish between the tenderness 
there and tenderness in the front which is due to 
gall-bladder trouble. Occasionally there may be 
difficulty in these cases, but I do not think the 
conditions are such as to be incapable of diagnosis. 

With regard to appendicitis^ I once operated 
for appendicitis and found that there was an in¬ 
flamed and suppurating gall-bladder in the appendix 
region. The patient's muscles were so rigid that I 
could not make a careful physical examination. 
There were signs of peritonitis on the right side of 
the abdomen, and there was no question but that 
operation had to be done. I found a suppurating 
gall-bladder down beside the crest of the ileum. 
As a rule the characteristic point of tenderness 
between the anterior superior iliac spine and the 
umbilicus, and the radiating pain starting just 
above the umbilicus, not radiating upwards but 
towards the region of the appendix or the lower 
part of the abdomen, is a sufficiently distinctive 
sign. Other conditions for which gall-stone may 
be mistaken include lead colic, duodenal ulcer, 
chronic pancreatitis, and pneumonia or pleurisy’. 
I have been asked to go prepared to operate on a 
case of pneumonia of the lower lobe of the right 
lung, in which the pain was thought to be due to 
cholecystitis. One should bear in mind that there 
may be pleurisy low down on the right side or 
pneumonia that may produce the symptom of 
radiating pain passing round to the gall-bladder 
region, with marked tenderness at this point, as to 
really make a difficulty in diagnosis. In diagnosing 
an acute cholecystitis these facts must be con 
sidered. 

As to tumours that may be mistaken for an 
enlarged gall-bladder : time will not permit of one 
going fully into the numerous points of diagnosis. 
I have seen mistaken for distended gall-bladder 
cancer of the colon, of the liver, of the pylorus, 
and of the supra-renal capsule; enlarged kidney', 
pancreatic cyst, hydatid cyst of liver, cyst of kidney 
and other conditions. I once made the mistake 
of operating for what I thought to be a distended 
gall-bladder when it was a tumour of the supra-rena 
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capsule, although I took all the means I could to 
avoid the mistake. The patient had severe pain 
on the right side of the abdomen associated with a 
tumour below the right ribs, and was very ill. The 
case was one of considerable doubt which made 
one go into the diagnosis very thoroughly. I dis¬ 
tended the colon with air and the tumour was 
pushed up towards the liver. That seemed to 
| make the case quite clear, but on opening the 
' abdomen I found the tumour to be an enlargement 
of the supra-renal capsule overlapping the colon. 
I removed the tumour and the patient recovered 
% and was well several years later, 
i I cannot hold with Dr. Hale White that gall- 
|fl stone in the common duc t is n ot serious or dan- 
ge rous to life . I have operated^upon more "than* 
^ 1 5° cases of gall-stone, floating or impacted, in the 

J common duct with a mortality of only 2 per cent. 
Jn in the later series of cases. If one can operate on 
these cases with so small a mortality I hold that, 
/ whether these patients are going to die of the 
j disease or its complications or not, the misery they 
1 suffer, the rigors, the deep jaundice, the irritation 
/ of the skin, the great loss of flesh, and the general 
j illness, going on month after month and year after 
/ year, if the patients survive so long, amply justify 
j operative procedures. As Dr. Hale White says 
« that 15 per cent., even according to his own show¬ 
ing, of patients with gall-stones will die either of 
septic complication or of malignant disease, the 
advantage of surgical treatment, quite apart from 
the relief of suffering, must be a great saving of 
life. 

With regard to the treatment of gall-stones when 
they are in the gall-bladder and cystic duct, death 
1 ought not to occur from operation in those cases 
* except from some unforseen accident. I can speak 
vytrom large personal experience of operations in un- 
' * complicated cases, and I hold that the mortality 
ought not to be more than 1 per cent, at the out¬ 
side. When we come to consider the more serious 
cases, cases that are complicated with jaundice or 
with infective or suppurative cholangitis, there, of 
course, one will have a greater mortality, but it 
S should not exceed 3 to 5 per cent; in proof of this 
’J I reported, at the Royal Medical and Chirurgical 
4 J Society in 1905, a series of 123 of the most serious 
cases treated by choledochotomy, and since that 
time I have operated upon a great many more, so 
that I speak with a good deal of experience of the 




f: 


operation. Now, wh ere the r e is jaun d ice w e do ^ 
frequently have difficulties in diagnosis, because / 
there are so many disorders which may produce 
difficulties, difficulties that may be caused by cancer 
at the head of the pancreas, cancer of the liver, or 
of the bile-ducts, or interstitial pancreatitis, which 
may produce a very difficult series of symptoms. I 
do not think that the records of Guy’s Hospita^ 
over the long period mentioned by DnHaleWhite^ 
will show that chronic pancreatitis was even known « 
as an entity requiring treatment, for its clinical sig- 
nificance was not recognised until my paper in thq^Aj 
London Polyclinic about six years ago. Before^ 
that, the disease was merely a pathological curiosityL'-* 
Therefore how can we go back over Guy’s post¬ 
mortem records of forty years ago and regard them 
as of any real value in connection with these par¬ 
ticular cases. Microscopic examinations were not 
routine procedures then, and only gross macroscopic 
changes were made a note of. 

Dr. Hale White : My point was that fifty-seven 
cases had secondary growths. There were only ten 
that had no secondary growths, and of those four 
were microscoped, which is nearly 50 per cent. 

Mr. Mayo Robson : I have operated on a number 
of cases of patients suffering from deep jaundice, 
due entirely to compression of the common duct 
by the swollen head of the pancreas, which com¬ 
pression had been going on for a long time, lead-' 
ing to great loss of flesh, to haemorrhages, and other 
serious symptoms. As much as 70 per cent, of fat 
has been found in the motions, and there have been 
other marked changes, undoubtedly due to the inter¬ 
stitial pancreatitis. These have been cured, in a large 
percentage of cases, by operative treatment. I say, I 
therefore, that interstitial pancreatitis is a very real J 
and serious disease, which is very frequently due to I 
common duct cholelithiasis, and which, moreover, 
is capable of cure by surgical treatment. I have J 
operated on some three or four cases of common J 
duct cholelithiasis in which patients were suffering 
from such frequent rigors that ague was diagnosed, 
but the means of diagnosis, such as blood examina¬ 
tions, examination of the urine for the pancreatic 
reaction and other pathological investigations, when 
taken with the physical signs, have enabled one to 
prove that the condition was due to gall-stones in 
the common duct and not to ague. 

There are other complications that one might 
discuss—septicaemia, chronic pyaemia, infective 
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endocarditis, infective and suppurative cholangitis, 
and various other affections due to gall-stones, but 
time is wanting to go over all those points. 

The X rays are only occasionally useful when the 

2 | gall-stones contain lime, which is the exception. I 
^ I operated on a case recently in which the X rays 
f / very definitely showed calculi, because they were 

1 Tm / ver y ^ ar 8 e an d contained lime. But as a means of 
l' diagnosis I do not think the X rays are worth 

r taking into consideration, because they so seldom 
y give positive results. 

There is the method of testing urine for the so- 
^l^i.c^NNfcalled pancreatic reaction, which has been a very 
t // 4 S reat help to me in the diagnosis of some of these 

T conditions. In 62 per cent, of the cases the 
common bile-duct passes through the head of 
the pancreas, in 38 per cent, it passes behind the 
pancreas. When there is a gall-stone in the 
common duct and the common duct passes 
through the pancreas, it almost always produces 
some pancreatic catarrh, and sometimes inter¬ 
stitial pancreatitis. In such condit ion s the phen yl- 
hydrazin r eactioo ^ gives ris e^ to "certain.c rystal! in 
tfie“urTch are undoubtedly o(~ciTagnosfTc vaTue 
in^ihi diagnosis of certain doubtful cases. The 
1 /1 C1 7 sta ls which are found in malignant disease have 

J 1 lu a s h a P e > an d arc thicker, they take three to 
ij\ 1’ five minutes to dissolve in dilute sulphuric acid, 
I / I whereas the crystals found in interstitial pancrea- 

1 titis dissolve in half a minute, and are in very fine 

rosettes. The reaction is very difficult to do. I 
know of only one or two pathologists who can 
carry it out efficiently. 

Chemical examination of the faeces is also of 
great help. When the jaundice is due to a gall¬ 
stone which does not obstruct the pancreatic duct 
or set up interstitial pancreatitis the fatty acids 
and neutral fats will be found equal, but where 
/ / L the obstruction affects the pancreatic duct the 
neutral fats greatly predominate over the fatty 
acids. When you have obstruction in the common 
duct due to gall-stone which does not interfere 
with the pancreas, the fatty acids may even pre¬ 
dominate over the neutral fat. But if the obstruc¬ 
tion is due to interstitial pancreatitis then the 
neutral fats very largely predominate. I have 
seen cases with 60 per cent, of neutral fats and 
10 or even 5 per cent, of fatty acids. Micro¬ 
scopical examination is important in malignant 
cases, where you may mistake malignant disease 
of the colon for disease of the gall-bladder, for a 
of examinations of the motions will fre- 

cancer of 
valuable as 






* - senes ui examinations 01 uie muiium 

A^^quently show a trace of blood in them if 
f/S tlie colon is present. Leucocytosis is vj 
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showing the presence of inflammatory conditions, 
but it should not be lost sight of that many cases 
of cancer of the gall-bladder and bile-ducts are 
associated with inflammatory conditions, hence, in 
practice, the test has little real value. 

I intended to say something about the serious 


complications of gall-stones, which often give rise 
to real difficulties in diagnosis. For instance, one 
may have to diagnose between an acute gall-stone 
attack with atony of the bowel and great disten¬ 
sion of the abdomen from acute intestinal obstruc¬ 
tion due to other causes, as for instance, a 
mechanical block arising from ulceration of a 
gall-stone into the bowel. The complications that 
one only has time to merely mention may include 
general haemorrhage due to Tong-continued jaun¬ 
dice ; localised peritonitis and adhesions; dilata¬ 
tion of the stomach due to pyloric adhesions and 
kinking; ulceration of the bile-passages leading 
to fistulae into other organs, such as the stomach, 
duodenum, and colon; stricture of the cystic, 
common, or hepatic ducts; abscess of the liver : 
localised peritoneal abscess in the abdominal wall: 
subphrenic abscess ; fistulae on the surface of the / 
abdomen or at the umbilicus : empyema of the I 
gall-bladder; infective and suppurative cholangitis : / 
septicaemia and pyaemia; gangrene of the gall- I 
bladder; perforative peritonitis ; pyelitis due to i 
invasion of the kidney; albuminuria, etc. ThereV 
may be other complications, such as pleurisy, 
pneumonia, chronic pancreatitis, suppurative pan- , 
creatitis, cirrhosis of the liver, infective endo- ^ 
carditis. But time will not permit one to enter ( 
into the diagnosis of these complications. 

With regard to treatment: were I personally! 
the subject of gall-stones I would unhesitatingly 
be operatednuponT'BecauiS I think the dangers of 
gall-stones are considerable, whereas the dangers 
of operation are slight. The danger of cancer 
fol lowing gall-sto n e , as Dr. H aleYVhit£ has^hown T 
is area l one. ~ Phave "operated^upon lome hurv 
dreds~oT cases of gall-stone, among which wen 
56 cases of cancer of the bile-ducts or gall-bladdeb 
Of these, 41, or 73*2 per cent., were at the tim 
associated with gall-stones. 

I would lay it down as an axiom that when! 
gall-stones are definitely diagnosed they should be\ 
removed, because they can be taken away with 1 
very small risk in skilled hands, and their removal 1 
saves the patient from the serious sequelae which \ 
may occur at any time. In the absence of serious J 
organic disease of the kidneys, heart, or lungs, the J 
risk is very small indeed, and should not exceed /. 
1 per cent. When you have to contend with the/' 
serious complications of a haemorrhagic condition,/ j 
or deep jaundice, or suppurative cholangitis, there 


there must necessarily be a greater risk, though* 


hi, 


even in the worst cases it should not exceed 5 perj 
cent. I do not believe the gall-bladder ought 
to be removed as a routine procedure. The re¬ 
currence of gall-stone after cholecystotomy is rare, 
as proved by my own cases and by a large series 
of cases reported by others, and practically ail 
surgeons of large experience are agreed that after 
gall-stones have been efficiently removed and the 
gall-bladder drained the recurrence of gall-stones 
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11 is very rare—I do not think it comes to more than 
* one or two per 1000. After the removal of the 
gall-bladder by cholecystectomy there is just as 
* much danger of gall-stone recurring in the common 
duct. Very recently I have operated on three 
cases where the gall-bladder had been removed 
and where gall-stone had returned in the common 
duct. In these cases the common duct had be¬ 
come largely dilated and infected. But if the gall¬ 
bladder is seriously infected and ulcerated or is 
suppurating or much thickened, or if there is 
ulceration or thickening or stricture of the cystic 
duct, I should remove the gall-bladder. Where, 
however, one can save the gall-bladder I think it 
is desirable to do so for several reasons. Chole¬ 
cystectomy, though a safe operation where neces¬ 
sary, is more serious than cholecystotomy, which is 
a very successful operation. Moreover, if at any 
future time there should be any obstruction in the 
common duct as, for instance, by an interstitial 
pancreatitis, the drainage of the bile-ducts can 
be easily carried out through the gall-bladder, or if 
needful a cholecyst-enterostomy can be done, but 
f if the gall-bladder has been removed these opera¬ 
tions cannot be performed, and it is necessary to 
| drain the common duct directly. I would there¬ 
fore advocate cholecystotomy as the routine pro¬ 
cedure in ordinary gall-stone operations, and chole¬ 
cystectomy as the exceptional procedure only in 
^ cases of disease of the gall-bladder or cystic duct. 
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SPECIAL FEATURES OF 
APPENDICITIS IN CHILDREN.* 

By P. LOCKHART MUMMERY, F.R.C.S.Eng., 
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Officers; Assistant Surgeon St. Mark's Hos¬ 
pital, and the North-Eastern Hospital 
for Children. 


'There is probably no subject in surgery about 
which so much has been said and written within 
recent years as appendicitis, and you are probably 
quite tired of the subject. I have nevertheless 
ventured to bring the subject of appendicitis in 
children before you this afternoon, as there are 
several important points both in diagnosis and 
treatment in which it differs considerably from the 
same disease in adults. Appendicitis may occur 
at any age, but it is very uncommon under two years 
of age. Cases have been recorded of children 
who have been operated on for appendicitis at 
* A Clinical Lecture delivered at the Polyclinic. 


twenty months and twenty-two months, but only a 
j very few. It is, however, much more common 
after six years of age. 

| It is a curious fact that appendicitis in children 
is much more common in Paris than in London. 

; In Paris it appears to be more frequently met with 
' in children than in adults ; this is certainly not the 
case in London, where adult appendicitis is certainly 
commoner. 

It is interesting in this connection to notice the 
difference in the way English and French children 
i are fed. English children, as a rule, are given 
very little meat up to the age of three or four, and 
1 even long after that their diet often consists mainly 
! of carbohydrates. In France, on the other hand, 
a meat diet is begun very much earlier, and our 
! method of feeding children is called bringing them 
] up “h TAnglais” and is considered bad. This 

♦ certainly looks as if the meat diet had something 
t to do with the incidence of appendicitis. While 
! in England appendicitis is not so common in 

* children as in adults, it is by no means a rare 
disease in children. 

If we consider the characteristics of appendicitis 
! in children as compared with adults there ajre 
| several important points to be noticed. In the 
first place, the diagnosis of appendicitis in children 
1 is more difficult, as children often have curious 
j and misleading symptoms, and there is much 
| greater variation in the symptoms than we find 
when appendicitis occurs in adults. 

1 Secondly, appendicitis in children tends to run 
a much more rapid and acute course, the gan- 
1 grenous form is much more common and general 
J peritonitis is a more frequent complication. This 
| is entirely in accord with our usual experience of 
.children when suffering from other forms of in¬ 
fection. Children, while they do well if operation 
is performed early enough, do extremely badly if 
j the operation is delayed, except, of course, in those 
cases which recover without operation. The whole 
j inflammatory process is more rapid in children and 
I there is not the same tendency to the formation 
of adhesions and localisation of the products of 
j inflammation that we are accustomed to see in 
I adults. 

J The diagnosis. —We are obliged in children to 
I depend very much less upon the patient’s history 
I and the account of the attack, and in some cases 
I little or nothing can be learnt. If one inquires 
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into the history for possible previous attacks there 
is usually but little to be made out. Gastric and 
abdominal pain, sickness, and diarrhoea, are com¬ 
paratively common affections of childhood, and it 
is not possible to get any reliable account of 
symptoms which point to appendicitis. 

Most people seem to think that “ stomach-ache ” 
is natural to children, and no special attention is 
paid to it. | 

Then, again, children cannot as a rule describe 
their sensations with any accuracy, and, as a rule, 
a child who is ill and in pain is impatient of 
questions, and when he does answer does so 
incoherently or inaccurately. 

Most children, when ill, are suspicious and 
intolerant of strangers, and resent examination, 
unless it is most tactfully carried out. It is advis¬ 
able to first of all ascertain from the mother or 
relations as much as possible of the child’s history 
and the account of the present illness, and not to 
start by asking the child questions. On first being 
taken to see the child it is important to observe 
carefully the position in which the child lies. One | 
should notice whether the right leg is drawn up, 
^nd if so gently straighten it and see if the child 
resents this, or if it is again immediately flexed. 
It is best in a case of suspected appendicitis to 
proceed at once to examine the abdomen, as this is 
the important part of the examination, and it is 
advisable to investigate this before the child is 
tired of being examined. 

We may at once observe whether the abdominal 
wall moves with respiration or not and notice its 
general appearance. 

I have on one or two occasions noticed the so- 
called “goose skin” appearance of the skin on the 
affected side. While “ goose skin ” is of nq 
importance if general, if localised to the right side 
of the abdomen it is significant. 

One of the most important points is to observe 
whether there is rigidity of the right rectus and 
abdominal muscles. 

To put a large cold hand on to a child’s 
abdomen is certain to render the entire examina¬ 
tion useless, and it is therefore important to see 
that one’s hand is at least as warm as the child’s 
skin before proceeding to palpate the abdomen. 

Rigidity of the muscles is a most important sign 
of intra-abdominal mischief, and, I think, ranks first 
in this particular. 
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Tenderness over the caecum is also important, 
and we should observe whether on gentle pressure 
in this neighbourhood the abdominal muscles 
attempt to protect the part, and this should be 
compared with the opposite side. Of course, if 
there is a definite tumour to be felt this assists the 
diagnosis very considerably. 

In a case I operated on recently, however, this 
proved misleading. The patient was a child, act. 7 
years, who was sent up to the hospital as a case of 
appendix abscess. On examination there was 
rigidity on the right side of the abdomen, and a 
large round tumour which was very tender could 
be felt in the right iliac fossa. There was a history 
of sickness and constipation, and sudden onset 
of pain, the temperature was raised, and the pulse 
was quick. Everything pointed to the diagnosis 
being correct, and I decided to operate. On 
opening the abdomen over the swelling, instead of 
finding an abscess as I had expected, I found a 
large coil of semi-gangrenous bowel, which proved 
to be a volvulus of the small intestine just above 
the ileo-caecal valve. 

Distension of the abdomen is an important indi¬ 
cation, as a rule, of a serious lesion, and shows that 
it has already reached an advanced stage. It often 
means that general peritonitis is present. 

The absence of distension, however, means little. 

The temperature is not of much importance, and 
personally I attach much more value to the pulse. 
A quick pulse is always a serious sign, and is 
usually, most reliable. It is, I believe, of the 
greatest importance as a sign of serious illness in 
children. 

In children evidences of the greatest value can 
often be obtained by a rectal examination, and 
this important means of making a diagnosis should 
never be neglected. 

Many people, I think, do not realise how large a 
part of the abdominal cavity can be felt in children by 
a finger in the rectum. Even a small baby’s rectum 
will easily accommodate an ordinary-sized man’s 
finger without any fear of damage, and the whole 
of the pelvic organs, and in young children even the 
kidneys, can be felt quite easily through the walls 
of the sigmoid flexure. If necessary a little anaes 
thetic may be given, and in this way a thickened 
appendix, or an abscess, can often be felt when it 
could not be made out. through the rigid abdo¬ 
minal wall. 
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Lastly, in a difficult case one can often clear up 
the diagnosis by sitting quietly by the child’s bed¬ 
side for some time and watching it. One often 
gets a much clearer idea of the real condition of 
affairs in this way than is possible by a simple 
examination. 

As a rule the diagnosis of acute appendicitis in 
a child is not a difficult matter, but there are 
certain conditions in which extreme difficulty is 
experienced in arriving at a correct conclusion, and 
in some cases it is quite impossible. 

Perhaps the most difficult cases are those where 
there is pneumonia with abdominal symptoms. 
The onset of the attack and the symptoms may 
very closely resemble acute appendicitis or even 
peritonitis. I have seen several such cases, and in 
one case I saw laparotomy performed, and a 
normal appendix exposed. In doubtful cases the 
chest should always be carefully examined for 
physical signs; if the physical signs of pneumonia 
are discovered the diagnosis is not difficult. 
The greatest difficulty, however, arises in those 
cases where the pneumic process commences in 
the centre or near the base of the lung and in 
which there is diaphragmatic pleurisy. In such 
cases it may be impossible to make a correct dia¬ 
gnosis until some days after the onset of the attack. 

Intestinal worms may also cause symptoms which j 
closely resemble acute appendicitis; there may be 
fever and vomiting, and the diagnosis is only | 
cleared up by the discovery of the worms in the | 
evacuations. I 

In typhoid with a sudden onset the diagnosis 
may also be difficult. 

Considerable difficulty arises in those cases where 
the child has symptoms of an acute peritonitis. 
Tubercular peritonitis with an acute onset, or 
which has not been diagnosed before acute sym¬ 
ptoms have shown themselves, may closely resemble 
appendicitis. A rectal examination is here often 
of value. Fortunately, a mistake in the diagnosis 
is here not of any serious import as beneficial 
results usually follow laparotomy in these cases. 

Pneumococcic and gonococcic peritonitis may 
also give rise to difficulties, and an operation will 
in these cases do harm. 

Gonococcic peritonitis occurs exclusively in 
female children, and is a complication of vulvo¬ 
vaginitis, the infection having spread up the tubes. 
A rectal examination will usually enable these cases 


to be diagnosed, as the tubes can be felt to be 
thickened and inflamed ; the presence of vulvitis is 
also significant. 

Chronic appendicitis in children is probably 
much commoner than is generally supposed. It 
is generally overlooked, or the symptoms are 
attributed to other causes. Many of the acute 
intestinal disorders of children which are accom¬ 
panied by a rise in temperature, a general febrile 
disturbance, and abdominal pain and tenderness, 
are subacute attacks of appendicitis. Often these 
attacks recur at frequent intervals and the mother 
1 attributes them to the fact that the child has 
I delicate bowels, or a weak stomach, and treats 
; them herself without reference to the doctor. The 
1 attacks usually subside in a day or two, only, how¬ 
ever, to recur again fr«m some insignificant cause, 
until ultimately a more severe attack than usual 
occurs and an abscess forms. Often, if we examine 
such a child, whose mother says that it is frequently 
getting attacks of stomach-ache, we can elicit dis¬ 
tinct tenderness over McBurney’s spot, or there is 
a slight rigidity of the abdominal muscles over the 
I appendix area. If we operate during one of the 
I quiescent periods we find a chronically indamed 
appendix surrounded often by a few adhesions. 
After the removal of the appendix the attacks of 
stomach-ache from which the child previously 
suffered entirely disappear, and the child’s general 
health is greatly improved. I think we should 
always think of appendicitis when we see a child 
who has frequent attacks of colic accompanied by 
febrile symptoms. I have seen several cases where 
children who had been sickly and delicate with fre¬ 
quent alimentary trouble became strong, healthy 
children after their appendix had been removed. 

We next come to the very important question of 
the indications for operation in the appendicitis of 
I children. It is now, I think, generally agreed that 
| in all cases of appendicitis in children, when a 
definite diagnosis has been made, an operation 
I should, sooner or later, be performed for the 
removal of the appendix. There is still, however, 
considerable difference of opinion as to when the 
operation should be done. Should it be done at 
once or shall it wait till the acute attack has passed 
off before operating ? 

M. Broca and most of the French surgeons 
advocate that, except in those cases where the 
operation can be performed at the very commence- 
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ment of the attack, we should, whenever possible, 
wait till the acute symptoms have passed off. 

This seems at first very good advice, but the 
whole question resolves itself into one of diagnosis. 
If we can be certain that there is not a localised 
abscess which may, if left alone, burst into the 
peritoneal cavity, or a gangrenous appendix which, 
if not immediately removed, must quickly prove 
fatal, by all means let us wait. It is, generally, not 
very difficult to tell whether there is a localised 
abscess, but unfortunately it is often impossible to 
be certain that there is not a gangrenous appendix. 
Unfortunately, also, the proportion of acute gan¬ 
grenous cases is larger in children than in adults, 
and the diagnosis is more difficult. We so fre¬ 
quently see cases in which a gangrenous appendix 
has not been operated upon early enough, that I 
think we must be very careful before we accept 
this axiom in practise, though we may agree with it 
in theory. A gangrenous appendix may exist and 
yet the local signs may be very slight, or may be 
obscured, and it is sometimes in these very cases 
that we may be tempted to delay. 

No absolute rule can be made, and each case 
must, within certain limits, be treated upon its 
merits. If all the local signs are slight and, in 
addition, there is not, and has not been, much rise 
of temperature, if the pulse is not fast, and the 
general constitutional symptoms are not severe, it 
will probably be quite safe to wait till the attack 
has passed off before performing the operation. If, 
however, the pulse is very fast and remains so, and 
the constitutional symptoms are severe, even 
though there is no sign of swelling over. the 
appendix, and not very marked tenderness, imme¬ 
diate operation is, I believe, the safest procedure. 
If there are signs of abscess operation is, of course, 
indicated at once. No one would now think of 
leaving an abscess unopened, either of the appendix 
or anywhere else. Most surgeons in this country 
agree that the immediate operation is the safest 
treatment for appendicitis in children, except in 
those cases where there is a reasonable certainty 
that a gangrenous appendix or abscess does not exist. 
And it is better to err on the side of operation at 
once than to leave a gangrenous appendix, or an 
abscess to burst into the peritoneal cavity. Chil¬ 
dren, as a rule, recover rapidly if operated upon 
before general infection has occurred, but the 
prognosis is most grave afterwards. 


I cannot remember ever having seen a case 
in which serious harm resulted from immediate 
operation in a case of appendicitis in a child, but I 
have a most vivid recollection of several cases where 
a child’s life was lost though delaying the operation. 
I remember one case in particular, in which the 
operation was performed in spite of the medical 
opinion being in favour of delay, and the child's 
life was almost certainly saved. The patient was 
a little girl of seven. She had had a sharp attack 
of appendicitis and had been ill for two or three 
days. The doctor thought it advisable to send for 
the surgeon, but in the meantime the child, quite 
suddenly, got very much better. When we saw 
her the pain had disappeared, the temperature had 
come down a good deal, and the child was quite 
cheerful and said she was much better. We 
arrived, in fact, to find everybody congratulating 
themselves that after all the operation would be 
unnecessary. On examining the child, however, 
there was still some tenderness over the appendix 
region, and the pulse was still very fast. It was, 
therefore, considered safer to perform an immediate 
operation. On opening the abdomen a large 
abscess containing four or five ounces of pus was 
discovered, which appeared to be on the very point 
of rupturing into the general peritoneal cavity. 
This was drained and the child made a good 
recovery. 

What had probably happened was that the walls 
of the abscess had commenced to stretch and give 
way and the tension had thus been relieved ; this 
had temporarily stopped the pain, and by diminish¬ 
ing the absorption of toxins had brought down the 
temperature. Delay in this case w'ould almost 
certainly have proved fatal. 

There is but little to be said about the operation 
for appendicitis in children as it does not differ 
in any important particular from that in adults. 

Operations upon children are always more diffi¬ 
cult, other things being equal, than in adults. 
Our fingers do not unfortunately decrease in 
proportion to the size of our patients, and what 
would be a small incision in an adult is a very 
large one in a child. The most important factor in 
operations upon children is that of time. Children 
will not stand Jong operations, and it is of the 
utmost importance to operate as rapidly as possible 
and to do as little as possible. For this reason if 
we are dealing with an acute appendix abscess we 
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should be content to simply open and drain it, and 
no attempt should be made to remove the appendix 
unless it can be got out quite easily and without 
unduly lengthening the operation. It is much easier 
to do too much than too little when operating on 
children. 

The greatest care should be taken to keep the 
child warm during the operation, and not to 
expose the abdomen to cold more than can possibly 
be helped. Personally I prefer ether or C.E. 
mixture to chloroform for the anaesthetic as they 
have a less depressing effect upon the central 
nervous system. The incision should whenever 
possible be made so that the muscles can be 
separated and not cut across. If the muscles are 
cut across there is considerable danger of a ventral 
hernia, as the incision, as compared to the size of 
the child, is often necessarily a large one. 

A very good plan in applying the dressings is to 
put two broad pieces of strapping round the body 
so as to hold the dressing at the top and bottom. 
Besides preventing the dressings from shifting it 
has the additional advantage of supporting the 
abdominal wound and preventing the stitches from 
cutting through, while at the same time it does 
away with the necessity of a tight binder, which is 
very liable to embarrass the respiration. 

If the appendix has not been removed at the 
operation it is always advisable to warn the parents 
that a second operation may be necessary later on 
to remove it. In many cases where an abscess 
has formed and been opened the appendix gives 
no further trouble, but this cannot be depended 
upon. Fresh attacks of appendicitis may occur, 
and if the parents have not been warned of this 
they not infrequently think that the operation, 
which was not done to remove the appendix but 
to save the child’s life, was badly done. I recently 
operated upon a girl who had an acute appendix 
abscess opened some time previously by another 
surgeon, by which I have no doubt her life was 
saved. Unfortunately the parents were led to 
suppose that there would be no further trouble 
after the wound had healed. The child, however, 
had five subsequent attacks of appendicitis, and I 
removed a very much diseased appendix which had 
a tight stricture at the spot where it had previously 
perforated. 

When general peritonitis has already occurred 
the results of operation are very bad, and only a 
very few cases recover. An operation should, how¬ 
ever, always be done, as a certain number of cases 
do recover after operation, while without operation 
recovery is almost impossible. Under such circum¬ 
stances the operation should consist of free incisions 
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! and the establishment of good drainage, both of the 
1 appendix area and the pelvic pouch. It is particu- 
, larly important in these cases to spend as little 
' time as possible over the operation. 

1 Careful after-treatment is always of great import 
ance, and is, I believe, by no means the least im¬ 
portant part of the treatment of any operation case. 
The after-treatment is specially important in children, 
as on it recovery, in bad cases, often depends. 
If there is any shock present after the operation 
the foot of the cot should be well raised and a 
warm water enema given at once. The child 
should be well covered up and kept warm, but a 
mistake which nurses frequently make and which 
, one should always look out for is to allow heavy 
bed-clothes to rest upon the child’s chest. Free 
respiration is of the greatest importance to children, 
and in children the respiration is mainly abdominal. 
Abdominal breathing is seriously interfered with 
by the operation and by the abdominal binder 
which is necessary to keep on the dressings. 
Thoracic breathing, which is not usual in children, 
is, therefore, on this account necessary, and a 
certain amount of respiratory embarrassment is apt 
to result from the absence of abdominal respiration. 
It is, therefore, most important that the thoracic 
movements should not be in any w'ay interfered 
with by the weight of bed-clothes, etc. All weight 
should be entirely taken off the thorax by a cradle, 
and there should be nothing but a light flannel 
night-gown over the chest. 

Children stand starvation very badly, and it is, 

, therefore, necessary to begin feeding them as soon 
| as possible after the operation. The usual practice 
is to give a milk diet. Personally, except in the 
case of infants, I never allow any milk at all until 
after the bowels have been opened. I feel certain 
milk causes flatulence and distension, which are 
serious complications after an abdominal operation, 
and it also encourages fermentation and the growth 
! of bacteria in the alimentary canal. I have found 
much better results by giving no milk but giving 
t albumen-water made from eggs, and sugar, both of 
which are very good diets. 

The bowels should be opened as soon as 
possible by a dose of castor oil, given twenty-four 
hours after the operation, or, in some cases, earlier 
than this. Enemas are also useful. If the bowels 
do not act at once, an oil or turpentine enema 
should be given and the castor oil repeated if 
necessary. In bad cases, especially where there 
has been general peritonitis, everything often 
depends on getting the bowels open, and energetic 
measures are often necessary. 

Children should not be fastened down in bed 
after the operation or kept in one position. They 
do much better if allowed to move about within 
reason. A child, if left alone, will quickly try and 
get into the most comfortable position, and that, of 
necessity, will be the position of greatest rest and, 
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therefore, the best. I always allow the child to 
move about as much as it likes, provided it keeps 
covered up. Nature is the best guide in this matter, 
and a child, when seriously ill, will not try tcJ sit 
up, and if the little movements are restricted, will 
only fret and tire itself out in trying to move, while 
if it is helped into the position wanted will often 
fall asleep at once. 

Stimulants, and especially strychnine, must be 
used with the greatest caution in children, and in 
most cases are best avoided. 

August \2th , 1907. 

THE TREATMENT OF WHOOPING- 
COUGH. 

By D. M. MACDONALD, M.D. 


There are perhaps two uncontroversial state- 
ments which one might make in regard to pertussis. 
One is that the malady is most common in spring¬ 
time, the other that it is no respecter of age. 
Opinions in regard to genesis, contagion, and 
treatment are exceedingly diverse. Some hold 
that it is (like measles) only infectious in the 
catarrhal stage, others that it is so all through; 
some that it is only directly contagious, others that 
a third person may transmit it. It is, however, a 
consideration of the treatment which affords most 
latitude for difference of opinion. The host of 
remedies recommended is in itself proof that no 
single one is infallible or even quite satisfactory, so 
that while the precise cause is still a desideratum, 
and one so often finds a remedy capricious, that is 
to say, apparently successful in one case and of no 
effect or harmful in another, treatment must of 
necessity remain empirical. A superficial glance 
through the leading text-books amply confirms this 
statement. 

Thus, Goodhart in the whooping stage uses 
belladonna, with insufflation in the catarrhal stage. 
Taylor specifies dilute hydrocyanic acid and 
bromides. Fothergill recommends phytolacca and 
drosera. 

Starr mentions over twenty remedies, among 
which are chloral, quinine, opium, and bromides. 
Osier supports quinine in £ gr. for each month 
of age, thrice daily. Voelcker relies on glycerine 
of carbolic acid. Henoch’s specific is morphia. In 
the ‘Year-book of Treatment’ for 1907, we have 
vaporin and terpinol for inhalation, chloroform 
narcosis for the paroxysm, and syringing the ears 
with boric acid solution, with subsequent painting 
of solution of cocaine, with marked benefit, it is 
stated, in some cases. 


It is often stated that in the natural history of 
the disease if the child has the whoop when it first 
comes under observation it has probably already 
had the trouble for about a fortnight. At the end 
of the third week the child, fairly bad up to that 
time, will begin to mend without any treatment, 
and any drug given about that time will be credited 
with the partial or entire cure. 

In a recent epidemic, when cases in all stages 
could be observed, I found that early administra¬ 
tion of certain remedies both prolonged the period 
between the paroxysms and also—what is not 
usually conceded—reduced the severity of the 
individual paroxysms. 

I tried giving no drug at all and drug treatment 
on the following combinations to satisfy myself by 
contrast that it was really efficacious. Patients 
taking the following mixture regularly were suddenly 
taken off it for one or two days or nights, and the 
frequency and severity of the attacks noted and 
contrasted. In all cases one had no doubt of the 
efficacy of the treatment. I used the following 
mixtures on separate patients, then changed the 
composition, noticing the effect, as the result of 
which I have come to place most reliance on 
No. III. 


I. ft. Antipyrin. . 5 i ss * 

Aq. chloroform. . ad. §ij. 

5j twice or thrice daily. 


II. 

ft. 

Antipyrin. 

r> j- 



Potass, brom. 

Aq. cinnamom. 

5 j- 

. ad. 3ij. 



5j three or four times daily. 

III. 

ft. 

Anti pyrin. 

Liq. morph, hydroch. 

?>j- 

!> s - 



Syr. tolu . 

. ad. jij. 



5j three or four times daily. 

IV. 

ft. 

Liq. morph, hydroch. 

u\xl 


Syr. simp. .ad. 5 *j- 

3j thrice daily. 

The combination of antipyrin and morphia is 
distinctly efficacious. A child from three years to 
five years can take the dose on formula III, 
from one and a half years to three years half the 
above dose will suffice. One generally finds that 
from the time the child is put to bed until about 
11 p.m. the paroxysms are more frequent and 
severe, and more likely to be accompanied by 
vomiting than at other times of the day. Antipyrin 
acts equally well in the presence or absence of 
fever. Sometimes by giving a double dose at 
bed-time the interval between attacks is prolonged, 
the attack is less intense, and vomiting is distinctly 
controlled. 

After extensive use of this combination I have 
come to the conclusion that, by careful attention 
to the bowels and administration of above im¬ 
mediately after an attack, much can be done to 
alleviate this distressing malady. 

Dunkeld, August 12 th, 1907. 
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REMARKS ON THE SURGERY OF 
THE BRACHIAL PLEXUS. 


Delivered at the Medical Graduates’ College 

By JAMES SHERREN, F.R.C.S., 
Assistant Surgeon to the London Hospital; Surgeon to 
the Poplar Hospital for Accidents. 


It is customary to consider lesions of the brachial 
plexus apart from those of other peripheral nerves. 
There is good reason for so doing, for their causation 
is, in most cases, peculiar, their diagnosis not always 
easy, and their treatment still a matter for discus¬ 
sion. 

I include in the term “ brachial plexus,” the 
anterior primary divisions, trunks and cords enter¬ 
ing into its formation and exclude the individual 
nerves that arise from them, such, for example, 
as the long thoracic or supra-scapular. 

It will be impossible in the short time at my 
disposal to treat the subject in an exhaustive 
manner, and I intend to devote my attention 
chiefly to causation, diagnosis, and prognosis, and 
shall only touch very briefly upon treatment, and 
not at all upon the interesting subject of the exact 
distribution to the muscles and skin of the upper 
limb, of the roots which enter into the formation 
of the plexus. 

Lesions of the plexus should be classified first 
into supra- and infra-clavicular varieties. This is 
important, for the causation and prognosis of these 
forms differ. Supra-clavicular injuries usually 
result from indirect violence, a fall or blow on the 
shoulder or head; infra-clavicular, more commonly 
from direct violence, such as the pressure of the 
dislocated head of the humerus. Generally speak¬ 
ing the prognosis of supra-clavicular injuries is 
unfavourable, of infra-clavicular favourable. 

Let us consider first supra-clavicular injuries. 
In addition to the indirect violence I have just 
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spoken of they arise occasionally from the presence 
of a cervical rib, as the result of a fractured clavicle, 
penetrating wound, or injury to the cervical spine. 
The indirect injuries resulting from violence applied 
to the head or shoulder are due to overstretching 
of the plexus, that is, they are “ traction ” injuries ; 
they are not due to the direct pressure of the 
clavicle as has been suggested. The traction 
affects first the fifth anterior primary division and its 
junction with the sixth, then the others from above 
downwards. The slight amount of violence neces¬ 
sary to produce stretching in infants is easily seen 
by depressing the shoulder gently; the trunks of 
the plexus stand out like cords in the neck. It will 
be obvious that very little more force is necessary 
to produce overstretching. 

There is no reason why the injuries sustained at 
birth should be separated from those of adult life ; 
both occur as the result of similar violence and 
the same group of muscles are affected—those 
supplied by the fifth nerve, the spinati, deltoid, 
biceps, brachialis anticus and supinators, sometimes 
the radial extensors of the wrist and rarely the 
pronator radii teres; the treatment also of both 
forms is identical. 

If the traction fall upon the cords from below— 
for example, a person in falling endeavours to save 
himself by clutching at some projection—a sudden 
strain is thrown on the plexus affecting first and 
most the first dorsal root; the same may result 
in obstetric paralysis, in breech presentations with 
arms extended, or in certain face and chin presenta¬ 
tions. 

The actual method of causation of these injuries 
has been much discussed, and, until recently, the 
opinion was held by all who had written on the 
subject that the nerves were injured as the result 
of direct violence, squeezed between the clavicle 
and first rib or transverse processes of cervical 
vertebrae, although the correct explanation was 
given by Sir Victor Horsley* as the result of experi¬ 
ments made in 1884; recently Taylorf has proved 
the same for birth paralyses. It has been shown 
that the immediate lesion consists in a tearing of 
the perineural sheath with haemorrhage and a com¬ 
plete or partial severance of nerve fibres according 
to the severity of the case. In healing there is an 

* ‘ The Practitioner/ vol. lxiii, 1899, p. 136. 

t‘ Medical News/ June 3rd, 1905 ; ‘ Joum. Amer. Med. 
Assoc./ 1907, ii, p. 96. 


excess^ of fibrous tissue formed, and in complete 
interruption of conduction the sheath is often 
found between the ends of the nerve. This excess 
of fibrous tissue prevents regeneration in many 
cases. 

Under the term of post-anaesthetic paralysis 
many nerve injuries of the upper limb are in¬ 
cluded. Most are of the Erb-Duchenne type, and 
so, obviously, supra-clavicular ; others from their 
distribution are undoubtedly infra-clavicular, and in 
a few direct pressure has affected individual 
nerves, usually the musculo-spiral. 

These injuries of the plexus are by no means 
uncommon, although published cases are few. 
Cotton and Allen* in 1903 were only able to 
collect thirty cases from the literature. Many 
theories have been advanced as to the causation 
of these paralyses; all are agreed that they only 
occur in cases in which during the course of the 
operation the arms are abducted, and externally 
rotated or raised above the head. In my ex¬ 
perience the right arm is usually affected in cases 
in which, for the convenience of the surgeon, the 
patient has been brought to the right side of the 
operating table, and the arm, abducted and 
everted, has no support, and hence traction falls 
on the plexus. There .can be little doubt that 
these injuries, arising as they do in the cases in 
which the arms are abducted and everted, fall 
into the group of traction injuries we have just 
been discussing. Stretching over the head of the 
humerus with the arms elevated above the head 
is the probable cause of the infra-clavicular injuries. 

In all cases the lesion is incomplete, corre¬ 
sponding to the slight violence which produced it 
The prognosis is good: all the cases that I have 
had under observation have recovered completely 
without surgical intervention, and all except one 
of those collected by Cotton and Allen. The treat¬ 
ment should be preventive; such cases occurring 
as the result of a routine abdominal operation are 
a reproach to all concerned. 

The next common cause of a supra-clavicular 
injury is the presence of a cervical rib or exostosis. 
Unlike those we have just been discussing, it affects ' 
principally fibres from the lowest root entering the 
plexus. Considerable interest has been excited in 


* Boston Med. and Surg. Journ., 


p. 499. 
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the subject recently. In this country Lewis Jones* 
and Thorburnf have directed attention to it, and 
more recently an elaborate paper has been pub¬ 
lished by Keen* analysing all the previously 
recorded cases. 

Briefly the points are as follows : The abnor¬ 
mality and the symptoms produced are more 
common in women than in men. The abnormality 
is usually bilateral; the symptoms are present as a 
rule on one side only, usually the right. It has 
been estimated that not more than from 5 to 10 
per cent, of those with cervical ribs present 
symptoms, and that in about two thirds of these 
they are of a nervous nature. As a rule symptoms 
do not appear until early adult life, resembling 
in this way the late involvement of the ulnar nerve 
after injuries in the region of the elbow in early 
life. There may be general weakness of the 
whole limb noticed at the end of the day, with 
general muscular wasting, or what is more usual, 
pain of a shooting character down the inner side 
of the arm, described by the patient as neuralgic, 
sometimes accompanied by alterations in sensi¬ 
bility, and usually by wasting of all the intrinsic 
muscles of the hand. The injury affects the inner 
cord of the plexus, formed from the eighth cervical 
and first dorsal nerves, hence the flexor muscles of 
the fingers may be affected to some extent. 

This lesion should always be kept in mind in 
cases of brachial neuralgia and wasting of the 
intrinsic muscles of the hand, for many errors have 
been made in diagnosis of these cases. The treat¬ 
ment of the condition is simple and satisfactory— 
removal of the rib. It rarely happens that the 
nerve itself needs to be dealt with. 

As a complication of a fracture of the clavicle, 
brachial plexus injury is uncommon. Taylor § was 
able to collect ten cases only and one case has 
come under my care. 

In most the nerve injury was due to the violence 
that produced the fracture, not to pressure upon, or 
wounding of the nerves by the fractured ends of 
the bone. Half of the fractures were due to gun¬ 
shot wounds, several to direct violence from other 

* ‘St. Bartholomew's Hospital Reports,’ 1893; 4 Medical 
Elecirology and Radiology,’ 1906. 

f ‘Med.-Chir. Trans.,’ vol. lxxxviii, 1905, p. 109. 

♦ ' American Journal of Medical Sciences,’ February, 
1907, p. 173 - 

$ ‘ Annals of Surgery,’ 1903. 


causes. The following illustrates the most common 
type of injury in which the fracture and nerve 
injury were produced by the same violence : 

T. S—, set. 41 years, was sent to see me at the 
London Hospital on February 5th, 1904. Three 
months previously he had been thrown out of a 
dogcart on to his right shoulder. He was concussed 
for a short time, but as soon as he regained con¬ 
sciousness he noticed that his right arm was power¬ 
less. Since the injury it had been regaining 
strength, and when I first saw him had improved 
markedly. The muscles around the shoulder were 
wasted, and the arm was lengthened and the 
dropped great tuberosity of the humerus could be 
readily seen through the wasted deltoid. At first 
sight it appeared as if he must have sustained a 
subglenoid dislocation or a fracture of the neck of 
the scapula, but palpation at once showed that the 
deformity was due to paralysis of all the muscles 
which maintain the head of the humerus in contact 
with the glenoid cavity. The deltoid, spinati, 
clavicular portion of the pectoralis major, biceps, 
triceps and supinators were paralysed, and gave 
the reactions that I consider typical of incomplete 
division of a nerve. 

He was treated by massage and all his muscles 
were acting voluntarily by August of the same year, 
and the deformity had completely disappeared. 

This case illustrates excellently the condition, a 
fall on the shoulder leading to a fracture of the 
clavicle and a plexus injury. It also illustrates 
another point I wish to draw your attention to. 
Lesions of the whole plexus, due to indirect violence, 
if incomplete, clear from below upwards, the last 
group of muscles to recover being that supplied by 
the fifth cervical nerve. This may remain per¬ 
manently paralysed, as in many cases of birth 
paralysis, or slowly clear, as in this case. 

Penetrating wounds of the supra-clavicular region 
are rare in civil practice. I have reported one 
such case # in which the fifth anterior primary 
division and the descending branches of the cervical 
plexus were divided, producing a typical Erb- 
Duchenne paralysis with loss of sensibility over the 
region supplied by the sensory nerves divided -at 
the same time. 

In its infra-clavicular portion the direct pressure of 
'the dislocated head of the humerus is the usual cause 

* 4 Lancet,’ March 24th, 1906. 
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of injuries ; sometimes they result from attempts 
made to reduce it, occasionally from fractures of 
the surgical neck of the humerus, or of the neck 
of the scapula. The whole plexus may suffer, but 
more often it is the inner cord alone, rarely the 
outer cord. In unreduced dislocations pain may 
result from changes in the nerve due to pressure 
and indicate operation, in other cases paralysis > 
may result. In attempts at reduction of old dis- j 
locations, either by the open or closed method, 
injuries have been produced. 

In making a diagnosis the following points have 
to be investigated: the situation of the lesion, if 
above or below the clavicle, and if possible the 
exact spot; this is a matter of applied anatomy. 
As in the case of all other nerve injuries, the dia¬ 
gnosis of complete or incomplete division must be 
madp from the distribution of the symptoms and 
the electrical reactions of the affected muscles. 
This is not so simple a matter in certain situations 
as it is when we are dealing with a peripheral 
nerve. From the sensory standpoint we must 
remember that isolated lesions of anterior primary 
divisions are rarely accompanied by sensory loss, 
consequently we have no sensory signs to guide us. 
It must also be borne in mind that incomplete inter¬ 
ruption of conduction in the anterior primary 
division of the fifth cervical nerve may produce 
complete division of those fibres which supply the 
spinati and deltoid muscles with resulting reaction 
of degeneration. 

A knowledge of the electrical reactions which 
are associated with incomplete division of a nerve 
is of the utmost importance in making a diagnosis. 


although slower than on the sound side was not the 
sluggish, wave-like contraction seen when the re¬ 
action of degeneration is present. The first of 
these cases cleared up entirely, the second is now 
recovering power. As an example of the same 
condition in the plexus the following is a good 
example : 

C. R—, Jet. 19 years, was admitted to the 
London Hospital on November 7th, 1905, under 
my care for operation, as a case of Erb’s paralysis 
following injury. Three months before this he 
fell from his bicycle, pitching on the right side of 
his head. He was taken unconscious to an 
infirmary and remained there until sent up to see 
me. Bruising came out in the neck a few days 
after the accident, and the paralysis had altered 
little, if at all, from that which he noticed on 
regaining consciousness. 

The upper limb was held in the typical Erb 
position with arm extended and close to the side, 
the forearm extended and pronated. The spinati 
muscles, deltoid, biceps, brachialis anticus and 
| supinator longus were wasted and paralysed. The 
trapezius, all the extrinsic muscles of the scapula, 
upper part of the pectoralis major, radial extensors 
of wrist and pronator radii teres were acting. The 
affected muscles did not respond to stimulation 
with the interrupted current but reacted to the 
, constant in the typical manner I have described. 

I Had they given the true reaction of degeneration 
I I should certainly have operated. I treated him 
| with systematic massage and exercises and recovery 
j has now been complete for several months. The 


When I delivered my Erasmus Wilson Lectures 
last year I had been able to investigate nineteen 
cases of incomplete division of nerves with para¬ 
lysis. In eighteen of these the reaction which I 
claimed to be typical of this form of injury was 
present, in the other patient the muscles reacted to 
the interrupted current. Since that date I have 
had the opportunity of investigating further cases 
of this description, including two of facial paralysis 
following a mastoid operation, which were sent to 
me for the purpose of anastomosis. The muscles 
did not react to the interrupted current, but 
reacted to the constant current in a manner 
different to those of the sound side. The current 
necessary to call forth the contraction was smaller.; 
the contraction appeared first to the kathode, and 


first muscle to regain voluntary power was, as 
usual, the deltoid, and at the present time it is 
difficult to say that anything has been wrong with 
his arm. 

There are several important symptoms to aid in 
localisation. They are the condition of the 
cervical sympathetic, its involvement being shown 
by enophthalmos, pseudo-ptosis, and myosis, and 
the condition of the serratus magnus, spinati, and 
rhomboid muscles. I must just remind you of a 
few anatomical facts in this connection. The first 
dorsal nerve furnishes the first white rami com- 


municantes that are given from the spinal nerves 
to the sympathetic system; they are given off 
immediately the nerve leaves the intervertebral 


foramen and at once enter the first thoracic ganglion. 
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So that it is evident that an injury involving the 
cervical sympathetic must have affected the first 
dorsal nerve in, or close to, the intervertebral canal. 
The posterior thoracic nerve which supplies the 
serratus magnus is given off from the fifth, sixth, 
and seventh anterior primary divisions; its principal 
supply comes from the sixth. The twigs are given 
off soon after the nerves leave the intervertebral 
foramen. The nerve to the rhomboids is given off 
from the fifth together with the branch it gives to 
the posterior thoracic. The supra-scapular nerve 
arises from the trunk formed by the union of the 
fifth and sixth anterior primary divisions. 

The following case illustrates the value of these 
factors in localisation : 

A boy, set. 14 years, sustained a severe injury to 
his left shoulder from a box falling upon it. When 
seen two months later all the muscles around the 
shoulder-joint, in the arm, forearm, and hand were 
wasted. Those of the arm, forearm, and hand 
were paralysed, but the rhomboids, serratus magnus, 
and trapezius acted well although the spinati and 
pectoralis major were paralysed. The left palpebral 
fissure was smaller than on the sound side, and the 
whole eye somewhat sunken and the left pupil 
smaller. The typical loss of sensibility due to a 
complete supra-clavicular plexus injury was present. 

The diagnosis of the exact seat of the lesion was 
easy. The injury must have affected the upper 
„ and middle trunks of the plexus, below the injury 
must have involved the first dorsal root \ this was 
proved at operation to be correct. 

A difference in the distribution of the loss of 
sensibility may result in supra- and infra-clavicular 
lesions. In the former the well-known sensitive 
strip is present on the inner side of the arm, 
corresponding to the full distribution of the lesser 
internal cutaneous nerve. In lesions below the 
clavicle this may be affected. In supra-clavicular 
lesions of the whole plexus the spinati never escape, 
the serratus magnus usually. 

Atrophy and paralysis of the deltoid are common 
after injuries in the region of the shoulder, and the 
diagnosis of injury to the circumflex nerve is often 
wrongly made. This nerve is rarely injured, and 
in most of the cases the paralysis of the deltoid is 
due to a supra-clavicular lesion. The fibres in the 
anterior primary division of the fifth cervical nerve 
are arranged in order from above downwards. First 
those that supply the spinati, then those for the 


deltoid. A traction lesion may produce a complete 
division of these fibres, leaving untouched those 
supplying the biceps, brachialis anticus, and 
supinators. 

The following is a good example of this type of 
injury : G. B—, aet. 49 years, came under my care 
at the London Hospital in March, 1906, complain¬ 
ing of inability to raise his right arm from the side. 
Nine months previously he had fallen on to his 
shoulder, producing a dislocation which was reduced 
under an anaesthetic the same day. 

The spinati and deltoid were wasted and para 
lysed, and the latter gave the reaction of degenera¬ 
tion. The biceps, brachialis anticus, and supinators 
were unaffected, and their electrical reactions were 
normal. There was no alteration in sensibility. 

On April 4th I made the usual incision to expose 
the plexus in the neck. I found a scar in the 
upper part of the fifth anterior primary division just 
before it joins the sixth. This was adherent to the 
surrounding tissues, and after freeing it I stimulated 
the nerve with the interrupted current and found 
that the biceps, brachialis, anticus and supinator 
longus contracted vigorously, but not the deltoid 
or the spinati. The paralysis of the spinati in 
these cdses is easily overlooked. To avoid error 
the examination must be carefully conducted, and 
the condition of all the muscles innervated by the 
fifth root investigated, the sensation must also be 
tested. 

The rule can be laid down that paralysis of the 
deltoid without sensory change is due to injury of 
the fifth anterior primary division. Whenever the 
circumflex nerve is injured there is impairment of 
sensation over the area seen in the photograph. 
The diagnosis of these lesions from the atrophy of 
muscles secondary to arthritis of the shoulder need 
not detain us, but they must be borne in mind. 

Time, patience, and full examination is necessary 
to correct diagnosis. The patient must be stripped 
so as to expose the whole of both upper limbs, 
including the shoulder-girdle muscles. The con¬ 
dition of the muscles passing from the trunk to the 
scapula is important. The spines of the vertebrge, 
the lower angle and spine of the scapula, should 
be marked in as a routine measure. In this way 
slight changes of position are easily seen and 
estimated. The changes in position may be due 
to paralysis of the trapezius, serratus magnus, 
rhomboids, or to a combination of any of these. 
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The most common abnormality consists in 
winging of the scapula. This may result from i 
paralysis of the serratus, of the lower trapezius or 
of the two combined; it is most marked when both 
lower trapezius and serratus are paralysed, then 
when serratus alone, and least in paralysis of the 
lower trapezius. In paralysis of the serratus ■ 
magnus the winging is obvious, and becomes j 
more marked when the patient attempts pushing 
movements above the horizontal plane in front of 
the body. The power of elevating the arm above 
the head in this situation is also lost, but there is 
no interference with abduction. When the lower j 
trapezius is paralysed the scapula is tilted down¬ 
wards and forwards as you will see in the photo¬ 
graph, the whole bone is further from the mid-line 
than on the sound side, and the upper and inner 
angle than the lower. The lower border of the 
rhomboideus major is seen standing out promi¬ 
nently—this is an important diagnostic point; the 
slight winging disappears at once on raising the 
arm in front of the body, thus distinguishing it 
from the winging due to a serratus lesion. It 
becomes more prominent when the patient 
attempts to push below the horizontal plane in 
front of the body. He is unable, at first, to 
abduct the arm to more than a right angle; 
later he may be able to do so. The move¬ 
ment is performed in a curious way: on watch¬ 
ing closely, the arm is seen to be taken from 
the side by the deltoid and then rotated out- j 
wards and drawn forwards by the clavicular 
fibres of the pectoralis major and taken up 
above the head by the serratus magnus. 

The winging of the scapula commonly seen, 
due to pressure above the clavicle, usually results 
from paralysis of both serratus magnus and trape¬ 
zius. In these cases all pushing movements in 
front of the body are impossible, and in attempt¬ 
ing to perform them the deformity becomes very 
noticeable. 

The nerve to the rhomboids is rafely injured. 
The fifth nerve usually suffers just before its junc¬ 
tion with the sixth, and the nerve to the rhomboids, 
it will be remembered, is given off immediately it 
leaves the intervertebral foramen. But in the 
patient from whom the photograph was taken it 
was divided in a penetrating wound. Its injury 
is recognised by the characteristic alteration in | 
position of the scapula. It will be noticed that • 


the lower angle of the scapula is further from the 
middle line than the upper, and the spine of the 
scapula makes a more acute angle with the mid¬ 
line than on the sound side. This paralysis is 
easily recognised, and is an important aid in locali¬ 
sation. 

Difficulty sometimes arises in the diagnosis of 
the cause of atrophy, and paralysis of the intrinsic 
muscles of the hand, and sensory changes along 
the inner side of the arm and forearm. These 
may be due to a lesion of the first dorsal root, of 
the inner cord of the plexus, or of the ulnar nerve. 
The complete routine examination is necessary to 
a correct diagnosis. From the motor side the 
condition of the intrinsic muscles of the hand is 
important. In lesions of the first dorsal root, or 
of the inner cord of the plexus, all the intrinsic 
muscles of the hand are paralysed and the hand 
assumes the true claw shape. All the fingers are 
equally hyperextended at the metacarpo-phalangeal, 
and flexed at the interphalangeal joints. In lesions 
of the ulnar nerve this is not the case ; the hyper- 
extension and flexion are most marked in the little 
and ring fingers, least in the middle and index. 

In inner cord lesions the muscles in the forearm 
supplied by the ulnar nerve are affected. The loss 
of sensibility even in complete lesions of the first 
dorsal root is, as a rule, ill defined, and in certain 
cases the sympathetic may be affected; in inner 
cord lesions the sensory change affects the forearm, 
in addition to the area in the hand altered in 
sensibility by injury to the ulnar. 

The inner cord may be affected above the 
clavicle by the pressure of a cervical rib, below by 
the dislocated head of the humerus. There is 
nothing in the symptoms to point to the level of 
the lesion. 

There are a few points with regard to prognosis 
to which I wish to call your attention. The 
majority of the cases with which we have to deal 
are due to subcutaneous injuries, and there is no 
doubt that these have a worse prognosis than 
those of peripheral nerves. 

In an important paper on the plexus, lately pub¬ 
lished by Warrington and Jones* they came to 
the conclusion from the examination of cases 
under their care that spontaneous recovery took 
place only in about 30 to 40 per cent, of the 
cases. Bruns,f in a paper which has been widely 
quoted, came to a similar conclusion; he found 
that of the cases of subcutaneous injuries ef peri¬ 
pheral nerves (excluding complete division and 
suture) 66 per cent, recovered, of similar plexus 
injuries only 26 per cent. But in looking through 
the cases on which he has based his figures 
it is at once obvious how different is the causation 
in the two groups. It is impossible to compare 

* ‘ Lancet,’ 1906, vol. ii, p. 1644. 

f ‘ Neurologisches Centralblatt,’ 1902, S. 1042. 
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for the purposes of founding a theory such cases 
as paralysis of the musculo-spiral as the result of 
a fractured humerus, or a sleep palsy of the same 
nerve with a traumatic Erb’s paralysis. In dis¬ 
cussing the reasons for this difference in prognosis 
he seems to have lost sight of the difference 
in causation, and concluded that in many of the 
cases there was an accompanying injury to the 
anterior horn cells. 

In gonsidering the prognosis and comparing it 
with that of injuries to the peripheral nerves, we 
must take into account the causation, and separate 
^pases of supra- from infra-clavicular injuries. 

To consider, first, the nature of the injury, 
traction accounts for the greater number of the 
supra-clavicular ones, and it is easy to see why this 
form has little tendency, in the severe case, towards 
spontaneous recovery, or recovery is imperfect. 
On the other hand, pressure injuries, which make 
up the greater number of the infra-clavicular ones, 
have a good prognosis. There is also the question 
of the distance of the seat of the injury from the 
periphery. To take a simple illustration, division 
or injury of the ulnar nerve at the elbow is of more 
serious import than division at the wrist, in the 
axilla than at the elbow. Years must elapse in the 
cases of a complete division of the plexus before 
the affected muscles at the periphery of the limb 
again become innervated, and unless the treatment 
in the interval has been systematic, changes may 
have taken place in muscles and ligaments which 
render restoration of function impossible. 

To sum up, the prognosis of lesions of the 
plexus are, on the whole, worse than those of 
peripheral nerves ; this has to do, firstly, with the 
distance of the injury from the periphery, next, 
with the causation; those which are due to over¬ 
stretching have a bad prognosis unless submitted 
to operation, and these make up a large proportion 
of all supra-clavicular injuries. The prognosis in 
infra-clavicular injuries, most of which are the 
result of direct pressure, is good. 

Treatment can be dealt with in a few words. 
In those cases in which the reactions typical of 
incomplete division are present, no operative inter¬ 
ference should be attempted, but systematic massage 
carried gut and care taken to avoid contractures of 
opposing muscles and of ligaments and over-stretch¬ 
ing of the paralysed muscles. Operative inter¬ 
ference may be necessary in a few of these cases 
later for special reasons. In those cases in which 
the reaction of degeneration develops, operation 
should be undertaken ; few of these recover spon¬ 
taneously, and if any recovery ensue it is usually 
incomplete. 

Careful work is still* needed to improve results 
in the surgery of the plexus ; if developed upon 
modern lines with earlier operative aid to nature, 
these will follow. 

August 19 th, 1907. 


GALL-STONES: THE DIAGNOSIS AND 
INDICATIONS FOR OPERATION. 

A Clinical Debate held under the auspices of the Chelsea 
Clinical Society. 

Mr. J. D. E. MORTIMER, President, in the Chair. 


Dr. Hale White. Mr. L. A. Bidwell. 

Mr. Mayo Robson. Dr. H. D. Rolleston. 

Dr. Seymour Taylor. Mr. H. J. Waring. 


{Continuedfrom f. 283.) 

Dr. Seymour Taylor : I think it will be best 
to restrict my remarks to the clinical side of gall¬ 
stone rather than to the scientific aspect of the 
subject. My experience, of course, has not been so 
wide as, for instance, that of Dr. Hale White. The 
hospital to which I have been attached for some 
years has not a quarter the number of beds which 
Guy’s has. But for many years I worked in the 
post-mortem room and dissecting room, where I 
saw a large number of post-mortems, and with a 
friend of mine, who is unfortunately no longer with 
us, conducted microscopical examinations of some 
hundreds of gall-bladders, to determine, if we 
could, the causes and origin of biliary calculus. I 
may say at once that these observations were barren 
in results. We could find nothing to satisfy our¬ 
selves as to the primeval causes of this complaint. 
Probably there is no known cause of gall-stone. It 
is said to be brought about by indolence, want of 
exercise, rich food, especially fats, but more 
especially the heavy suet fats which are consumed 
in large quantities by the peoples of central Europe. 
On the other hand, if you go through the post¬ 
mortem records of workhouses you will find just 
as large a proportion of patients in the poorer 
ranks suffering from gall-stone as amongst their 
richer brothers and sisters. 

I should like to have asked my friend Mr. Mayo 
Robson one question about the gall-bladder. I have 
made the statement at the bed-side fairly frequently, 
and I think it is true, that the gall-bladder 
itself, I do not say the gall-duct, is probably defi¬ 
cient of sensation. If that is true it will account 
for many cases in which gall-stones lurk in the 
gall-bladder, and which are only discovered post 
mortem. It is probably only when the gall-stone 
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begins to travel that characteristic symptoms are 
observed. 

As to the local pain, I differ from Mr. Mayo 
Robson. It is quite possible that there is a tender 
point somewhere midway between the umbilicus 
and the ninth cartilage. But I would say this 
with confidence : that the actual seat of the pain 
is not necessarily any guide to the actual lesion in 
the abdomen, whether it be appendix trouble, or 
renal colic, or gall-stone. I frequently find that 
the pain, when present, is by no means constant. 
There may be deep-seated tenderness, but I have 
observed, in a large number of cases, that the 
pain is referred rather to the left flank than over 
the seat of the actual stone itself, and that there is 
a frequent pain between the shoulders. In 
character the pain is agonising, causing sweating 
and rigors; and vomiting is a sequel of the pain. 

But we come to a more important symptom, 
namely, jaundice. It is a fact which is not so 
frequently borne in mind as it should be, that in 
all cases of obstructive jaundice you have one of 
these three great causes : gall-stone, malignant new 
growth, catarrh of the stomach or duodenum. 
There are ten or twelve other causes, but these are 
the three chief ones. There is one important 
point about the diagnosis of the causes of jaundice, 
and I would impress it upon you. If you are in 
doubt whether there be malignant disease, or gall¬ 
stone, you should carefully inquire when the 
jaundice supervened, and whether there has been 
any remission. No matter what be the cause of 
the jaundice the patient will emaciate subsequent 
to the jaundice, whereas if the emaciation has 
preceded the jaundice it is a strong point in favour 
of there being malignant disease. I have only met 
one case in which the second axiom led me into 
error, and that was a case in which jaundice, due to 
malignant disease, did remit. I have never seen 
a case of jaundice caused by malignant disease of 
the liver where the jaundice remitted; in such 
cases the jaundice continues and gets deeper till 
the patient’s death. The case above referred to 
in which remission did occur was caused by 
malignant disease of the pancreas. A gentleman 
down in Surrey had suffered from jaundice for a 
considerable length of time. There was a palpable 
lump somewhere about the head of the pancreas, 
and as he had remission of his jaundice I deter¬ 
mined that he had not malignant disease of the 
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liver, but inclined to the diagnosis of hydatid in or 
near the head of the pancreas. The post-mortem 
revealed a primary cancer of the pancreas, which 
must, at different times, have caused obstruction 
to the common bile-duct. 

The difficulty of diagnosing gall-stone comes in 
when gall-stone co-exists with malignant disease, § 
and, I repeat, in such cases you should inquire f 
whether the jaundice was preceded by emaciation /^ 
or not. If the jaundice has been preceded by I 
marked emaciation the probability is that there isA 
cancerous growth. 

As to the question of rigors as a diagnostic 
symptom, I think they are very important. When 
the stone is travelling I have never observed a 
case in which rigor was absent. I recall one case 
which I saw some years ago. The patient, a 
woman, was deeply narcotised by morphia. I 
suspected gall-stone, and applied the question fairly 
strenuously as to whether the patient had had any 
rigors. So far no rigors had been observed. But 
the night nurse who was called, told me that the 
patient had had a rigor during the night, and while 
I was observing her she had a rigor. The stool 
was thereupon examined very carefully and gall 
stones were found. Rigors are always constant 
when the stone begins to move, whether it be a 
renal or a biliary calculus. 

Reference has been made during this debate 
to the diagnosis of ague from gall-stone. I do not 
think the point is one which should present any 
difficulty. We have microscopical aid, and the 
blood should be searched for the typical parasite 
of ague. I need not go into the question of the 
pulse and the temperature. A slow pulse and a 
low temperature indicate shock, and if accompany¬ 
ing temporary or recurrent attacks of colic they 
suggest to me that the person has a large number 
of small calculi passing, in showers possibly, down 
the common duct into the duodenum. In all cases 
where there is a recurrence of such attacks it is 
extremely necessary to search the evacuations. 

For that purpose I should beg you to have a very 
reliable nurse. The evacuations are frequently 
examined in a somewhat careless way, this duty 
sometimes being left to the unskilled hands of a 
scullery maid or a man from the stables. In all 
cases you should in some measure superintend 
the carefu examinations of these stools. I am 
talking to some of you who have to attend cases 
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in which possibly there is no nurse in attendance 
at all. 

When there are multiple calculi in the gall¬ 
bladder you can often elicit a crackling sensation 
during manipulation over that area, and may even 
hear the stones by means of the stethoscope. Here 
I would remind you of one point; it has occurred 
to me in three cases in private practice. I have 
been able to say to a man : “ Possibly to-night you 
will have another paroxysm of pain.” In one such 
case I was sent for after midnight and was told that 
the patient had had a distinct rigor, and he sub¬ 
sequently passed a gall-stone. I have not at all any 
doubt but, in that case, I had disturbed one or two 
calculi by my manipulation the previous morning. 

There is another point which has been touched 
upon, namely, the complication of renal calculus. 
I should not think that there ought to be much diffi¬ 
culty in diagnosing renal calculus. Not only have 
you the pain referred to the lumbar costal nerves 
and the lumbar plexus, but a careful examination 
fjts of the urine will detect the presence of blood discs. 
r In the large number of cases of renal colic that I 
^ have thus examined I have always found micro- 

? * scopic evidence of the existence of haemorrhage. 
■a-" Tabes dorsalis may sometimes be mistaken for 
gall-stone. Suppose the patient has vomiting, 
slight icterus, and gastric crises. In such a case 
tbe knee-jerk and the condition of the pupils will 
matters at rest * I remember being called in to 
a case of the kind; I did not think the pain typical 
of gall-stone. I examined his pupils and his knee- 
jerks and came to the conclusion, after going 
through the symptoms, that the patient was suffer¬ 
ing from tabes dorsalis. That patient is still alive 
and has the typical ataxic gait of tabes dorsalis. I 
would suggest to you that in all cases of abdominal 
paroxysmal pain you should examine the pupils 
and the deep reflexes, and possibly in some instances 
you will avoid making a mistake in diagnosing 
cases of locomotor ataxia for those of gall-stone. 

I was surprised to hear Mr. Mayo Robson say 
that pneumonia might be mistaken for gall-stone. 
Surely if a man has pneumonia the stethoscope 
will aid you ; or, failing the presence of physical 
signs, the existence of herpes on the lips and of 
rusty sputum will set matters right and differentiate 
the pain of pneumonia from that of gall-stone. 
Possibly the two conditions might exist together. 

I now come to the question of indications for 
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the treatment of gall-stone by operation. I advise 
operation only if, after a fair, trial, the medical 
treatment shall have failed. No one who has had 
a surgical operation in his own house, or who has 
undergone a surgical operation of any importance 
himself, can fail to recognise the distress that it 
causes in the household. In accordance with what 
Dr. Hale White has stated I would not say to 
every man who has gall-stone : “You must 
undergo this serious operation.” The treatment, 
therefore, that I would suggest to you is, first, that 
of diet in which fats are almost entirely excluded. 
One remedy which has, in my hands, been rather 
successful, is sodium phosphate in somewhat large 
doses dissolved in a large bulk of water, two or 
three.times every day. 

With regard to curative effects, I must impress 
upon you one fact—that it is the smallest stones 
only which can pass down the common bile-duct. 
One German pathologist speaks of the common 
bile-duct as being the size of a soda-water bottle. 
But that must be a very rare occurrence. The 
common bile-duct is no larger than a surgeon’s 
probe. To ask me to believe, therefore, that a 
gall-stone as large as a bird’s egg can be passed 
down that duct is asking me to entertain a pro¬ 
position which is quite foreign to my credulity. I 
say that they are only small stones up to the size 
of a pea that can come down the bile-duct. 
Nothing larger can pass down the common bile- 
duct, unless after years of suffering. The larger 
stones cannot escape by ducts. If passed per 
anum they have ulcerated through into the 
’ stomach or the duodenum or the colon by 
fistulous openings. Here comes one point which 
gives rise to much controversy as to the use of 
medicinal agents. I refer to the use of olive oil 
in heroic doses. At the bed-side some time ago 
I asked a class of eight medical graduates who 
had had experience in the administration of olive 
oil what their opinion was in regard to its use in 
these cases. They were equally divided on the 
question. Four of them were perfectly sure that 
olive oil was not of the slightest use; the other 
four were equally sure that they had seen excellent 
results from its administration. The dose, of 
course, is a heroic one—a pint per diem y if you can 
get it into the patient. I think that probably the 
truth as to the benefit of treatment by olive oil 
lies between the opinions of those two sets of 
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men. If you select your cases, and select them 
with wisdom, you will have good results ; whereas 
if you give olive oil haphazard you may have some 
good results, and in other cases you may have 
failures. The cases in which I have been accus¬ 
tomed to advocate the use of olive oil have been 
those in which I have found the stones small or 
multiple ; whereas if I find that a patient has had 
undoubted symptoms of gall-stone, and none has 
passed per rectum , then I come to the conclusion 
that he (or she) has probably one only, and of 
large size, and in such a case no amount of olive 
oil would allow that stone to pass down the 
common bile-duct. Massage over the gall¬ 
bladder, especially if there are small stones, is 
of use. But I again caution you that massage 
will sometimes bring on an attack of gall-stone the 
day after. 

Mr. Mayo Robson gave us some statistics which 
were extremely favourable; but I should like to 
ask him, and the distinguished surgeons who will 
probably take part in this debate, to give us some 
combined ratio of the mortality from the operation 
for gall-stone. It will not do for celebrated 
surgeons to say, “ Our mortality is only 5 per 
cent.” The public cannot all command the ser¬ 
vices of these eminent surgeons. I quite agree 
with Dr. Hale White when he hinted that the 
operator ought to be selected; and, with all 
deference to operating surgeons, if I am to be 
operated upon for gall-stone—I say it advisedly— 
that I should select a surgeon who has had a large 
experience in these operations. 

Coming to the actual indications for operation 
there are one or two problems to be solved. It is 
interesting to remember that up to a certain point— 
up to Murchison’s time (1880)—no idea of opera¬ 
tion for gall-stone was seriously entertained. One 
or two cases, I believe, had been published, but as 
a routine practice operation for gall-stone was not 
at all in the category of the surgeon’s work. It 
was only after Lister’s immortal discovery of the 
scientific treatment of wounds that this serious 
operation became a matter of everyday practice. 
But, after all, I would say that it is not always 
necessary to operate upon patients who have gall¬ 
stone. Even though gall-stone be undoubtedly 
present you must look at the patient from diffe¬ 
rent points of view before you advise him to be 
operated upon, and it will mainly depend on the 


advice you give the patient whether or not he 
submits himself to the knife of the surgeon, how¬ 
ever expert the surgeon may be. There is a risk 
even in the hands of an experienced surgeon when 
a man’s belly is opened, and the common duct, or 
gall-bladder is examined. Only a few can com¬ 
mand the services of these great surgeons, and it is 
therefore imperative to know within certain limits 
the average mortality not of one series of cases, but 
of cases from the different hospitals in London 
and the provinces. Then we can have some 
numerical or actuarial basis on which to found our 
advice whether ablation should or should not be 
undertaken. 

But other cases present themselves which are 
characterised by distressing symptoms. Suppose 
the paroxysms of pain are frequently recurring, and 
vomiting is distressing, and there is jaundice. I 
am sure Mr. Mayo Robson is right when he says 
that such a condition may become dangerous, that 
the jaundice may lead to continued emaciation, 
and that possibly death may ensue from some 
other disease which would not have occurred had 
that jaundice not taken place. Supposing these 
attacks are continuous and the patient’s health is 
already being seriously undermined, then I should' 
advise the patient to submit to operation. Do not 
keep the patient going through weeks of agony and 
suspense, thereby allowing his or her body to get 
into such an unfavourable condition for operation. 
It is not fair to the surgeon to call for his services 
in the last stages. It is best for your patient and 
for the surgeon’s own reputation that the operation 
should be undertaken with everything favourable 
to the patient’s recovery. 

Then comes the later stage when, operation 
having been delayed, leucocytosis is found, and 
you determine that the patient has certainly some 
suppuration of the gall-bladder or of the surround¬ 
ing parts. You must remember that if suppuration 
has occurred the gall-stone may escape. It may 
escape into the duodenum, or the colon, or the 
stomach, or the pleura; and cases have even been 
recorded where the stone has found its way into 
the urinary bladder. When that occurs I should 
submit to you this axiom—that the gall-stone is 
now a secondary consideration, and that the abscess 
is the thing of primary importance and should be 
cleared out and evacuated. 

The possibility of another complication must 
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also be looked at, viz. the association of malignant 
new growth with gall-stone. If convinced that the 
patient has malignant new growth as well as gall¬ 
stone I should not advise the abdomen to be 
jj opened. So far as I know, surgery can effect very 
little in the way of cure in malignant disease of 
the abdomen unless the disease be very limited, 
and even then operation can only be palliative. 
Trespassing for a moment into the domain of 

I surgery I would say that the deaths which have 
occurred under my own observation have been in 
very stout women in whom the surgeon had great 
difficulty in reaching the gall-bladder. In thin 
subjects with a stone at the fundus, easily palpable, 
the difficulty is not great; but in stout persons in 
whom the stone may lurk in the transverse fissure 
the shock of operation is serious. In each of the 
three cases I have referred to the stone was in the 
fissure, the gall-bladder being empty. 

There is one other condition important from a 
clinical point of view, and it was not mentioned 
by the previous speakers—a condition in which 
glycosuria and cholelithiasis co-exist. I have 
known two such cases in big stout men, each 
weighing as much as 14 stone. Here the question 
of operation was a very grave one. One of the 
men was advised to undergo operation. The gall¬ 
stone was found, but he did not recover, and died 
from rapid coma of the glycosuria type. I would 
not advocate with Mr. Mayo Robson that any 
cases of gall-stone should be operated upon, but I 
would say, select your cases. 

If, in conclusion, I may formulate any points 
for advice I would perhaps, in the same categorical 
style, say this: Operate it the paroxysms are fre¬ 
quent and intolerable. Operate * 4 careful examina¬ 
tion of the stool fails to discovei the presence of 
any migrant stone, and suggests therefore the 
existence of a medium calculus which can travel 
for only a short distance down the common bile- 
duct. Operate if the strength of the patient is 
sensibly diminished ; and, lastly, operate if sup¬ 
puration be threatened. On the other hand I 
would ask you to think seriously before you advise 
operation, if, notwithstanding the probable existence 
of a calculus or of calculi, there is no great pain or 
discomfort, or if multiple or small calculi are dis¬ 
covered in the evacuations, showing that they 
can make’ their exit down the bile-duct into the 
intestine. These cases are such as can be relieved 


and possibly cured by such treatment as I have! 
| indicated, viz. massage, sulphate of soda and olive/ 
oil in large doses. I would only add that opera-i 
tion is the only means I know of for getting rid o^ 
a stone of any large size. But even under the most 
favourable conditions deaths will occur, and the 
patient who you think is most favourable for 
operation may die, whereas the person on whom 
you may determine to operate as a last chance! 
is frequently the one who recovers. \ 

Mr. L. A. Bidwell said: Mr. Chairman and 
gentlemen, I feel very much honoured in being 
asked to continue this debate upon gall-stones. I 
think you have chosen a very difficult subject, 
namely, the diagnosis of gall-stones. The recog¬ 
nition of gall-stones in the common duct, of course, 
is fairly simple, but I think what we ought to con¬ 
sider is the diagnosis of gall-stones when they are 
in the gall-bladder itself, and not producing what 
are known as the cardinal symptoms. Dr. Hale 
White presented to you statistics showing that gall¬ 
stones were found in 6 per cent, of all post-mortems 
at Guy’s, and he quoted Schader, who found them 
in 25 per cent, of all post-mortems in persons over 
sixty years of age, and it is urged that these pre¬ 
sented no symptoms during life. But I maintain 
it is inaccurate to say that they presented no sym¬ 
ptoms during life, unless we know what the people, 
who made the post-mortems, consider are the sym¬ 
ptoms of gall-stones. And I doubt really if they 
quite know what are the symptoms of gall-stones in 
the gall-bladder. Of course the generally-accepted 
symptoms of gall-stones are those caused by the 
passage of a stone down the common duct. And 
it seems to be illogical that pathologists should tell 
us that they have found gall-stones in the gall¬ 
bladder which had not produced these symptoms 
of passage down the common duct. What they 
ought to tell us is how many cases of gall-stones in 
the common duct have no history of such symptoms, 
and I think you will find that they are practically 
nil. I think it is certain that gall-stones are found 
in the gall-bladder without any history of jaundice ? 
and without any of the cardinal symptoms of 
stenosis in the common duct; in fact, I should be 
surprised if any such symptoms were found in any 
number of the cases, as when the gall-stone 
becomes of any size it practically must remain in 
the gall-bladder, and cannot pass down the cystic 
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duct except by ulceration. As Mr. Mayo Robson 
pointed out last week, gall-stones cause different 
symptoms according to whether they are in the 
gall-bladder, in the cystic duct, or in the common 
duct. The symptoms of the latter are so well 
known that I need not refer to them. The sym¬ 
ptoms of the second class are more or less familiar; 
the symptoms of stone in the first position are 
practically unknown. When a stone is in the 
gall-bladder jaundice is practically never present, 
and the presence of jaundice is rather against there 
being gall-stones in the gall-bladder. I agree with 
the statement of Dr. Seymour Taylor, that the gall¬ 
bladder is practically insensitive, and it is only when 
the coats are stretched that pain occurs. I think, 
however, that the peritoneal attachments ,.of the 
gall-bladder are sensitive, and that will explain 
why any pulling upon the gall-bladder gives rise 
to pain. If you take the case of a single gall¬ 
stone in the gall-bladder, it will give rise to 
practically no symptoms other than those due to 
its bulk and its weight. That is to say, if it is too 
large to enter the cystic duct it will not be able 
to cause distension of the gall-bladder, and, of 
course, it cannot cause obstructive jaundice. The 
question is, what symptoms can it cause ? With 
the person in the erect position, the stone will be 
in the fundus of the gall-bladder, and its weight 
will pull on the cystic duct and on the peritoneal 
attachments, and this will produce the dragging 
pain which is more or less constant in the erect 
posture, but which passes off when the patient lies 
down. That I have found in one or two cases. 
Violent movements of the body may cause the 
stone to inflict some injury to the first part of the 
duodenum, and that may give rise, I suggest, to 
pain and vomiting, such as you occasionally find in 
these cases. That is caused by the weight of the 
stone and the fact that it is sharply impinging on 
the duodenum. Of course, violent contraction of 
the recti musclds may also cause pain by pressing 
the stone between the sensitive parietal peritoneum 
and the sensitive peritoneum over the liver. Sub¬ 
acute cholecystitis may be set up by the irritation of 
the stone, and this will present more definite sym¬ 
ptoms, and the inflammation may spread to the 
common bile-duct, setting up a slight amount of 
jaundice, which is shown by the icteric tint of the 
conjunctiva. Physical examination will practically 
always reveal the fact that there is pain at the spot 


mentioned by Mr. Mayo Robson, namely, between 
the ninth costal cartilage and the umbilicus. There 
may be also pain in the right subscapular region. 
But that is unusual unless the stone is in the cystic 
duct. There may be no other symptoms. X rays 
do not help us, and neither leucocytosis nor any 
examination of the urine or faeces are of any use. 
Truly, then, the diagnosis of a large, single gall¬ 
stone, or what is practically the same thing, a 
moulded mass of small stones, in a contracted 
gall-bladder is practically impossible. It can only 
be suggested when there is persistent dragging pain, 
which is relieved by lying down, combined with a 
spot of tenderness between the umbilicus and the 
seventh rib. At the same time there may be some 
attacks of pain and vomiting. 

The second condition, that of gall-stones passing 
through or remaining in the cystic duct, presents 
more definite symptoms. But here, again, jaundice 
is not a symptom. There is only the slightest tinting 
of the conjunctiva usually present. The passage 
or impaction of a stone in the cystic duct causes 
blockage of the duct, and causes distension of the 
gall-bladder with mucus, which, if unrelieved, leads 
to cholecystitis and empyema. If the blockage of 
the duct is complete the enlargement of the gall¬ 
bladder due to distension will probably only be 
transitory, and complete blocking will lead to con¬ 
traction of the gall-bladder round the stones, and 
atrophy of the secreting surface. This is what 
occurs in the blockage of practically all ducts. I 
need only refer you, in illustration, to the kidney, 
in which complete blockage of the ureter leads to 
atrophy of the kidney; intermittent blockage leads 
to hydronephrosis. And the same is seen in the 
submaxillary gland. So I think those cases in which 
one finds a gall-bladder contracted round one stone 
or a collection of stones are cases in which the 
blockage has been complete, and in which atrophy 
of the secreting membrane of the gall-bladder has 
occurred. So in cases of complete blockage of the 
cystic duct we should not expect to find any cystic 
tumour after the first few days. When blockage 
first occurs you find a tumour, but that disappears. 
The symptoms of stone in the cystic duct are, of 
course, fairly definite. There is, first, pain at the 
gall-bladder spot, which radiates round to the back, 
behind the right scapula, but the most important 
sign is rigidity of the upper half of the right rectus 
muscle. This practically limits the diagnosis 
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between gall-stones and duodenal ulcer. The 
character of the pain in the latter case is rather 
different. The pain of duodenal ulcer has very 
often a definite dependence upon food. It comes 
on a certain number of hours after food, and the 
important thing about it is that it is so often 
relieved by taking food, and the pain does not 
radiate to the right scapula. Accompanying the 
pain, in the case of stone in the cystic duct, there 
is also often vomiting and irritation of the duo¬ 
denum by the proximity of the inflamed gall¬ 
bladder. These attacks of pain which I have 
mentioned, radiating round to the right scapula, 
accompanied by vomiting and tenderness in the 
epigastrium, are often described by patients as 
bilious attacks. I am sorry I have never been able 
definitely to settle in my own mind what a bilious 
attack is, but I have rather come to the conclusion 
now that in an adult repeated bilious attacks are 
really gall-stone attacks, and in nearly all the cases 
of acute cholecystitis on which I have operated 
a history of repeated bilious attacks has been given. 
In children I do not think the occurrence of so- 
called bilious attacks point to gall-stones, I think 
that they rather point to slight attacks of appendi¬ 
citis. Such a history has been given in a great 
number of my cases of acute appendicitis. 

Passing now to the more serious’ consequences 
of impaction of a stone in the cystic duct, the first 
is cholecystitis and empyema. This is a serious 
condition, and may be well compared with acute 
appendicitis. In the slighter cases the pus may 
remain in the gall-bladder and may become 
absorbed, and the gall-bladder practically disappear 
in a mass of cicatricial adhesions. In other cases 
the gall-bladder may rupture. I have operated 
upon three cases of ruptured gall-bladder conse¬ 
quent on cholecystitis. One of these produced 
general peritonitis, and the patient was practically 
moribund when I operated. The second pro¬ 
duced a localised collection of pus around the 
gall-bladder, very much like the ordinary appendix 
abscess, and that was successfully treated after 
opening the abscess and draining the gall-bladder 
and removing the stones. In the third case, 
protective adhesions had formed, and the stone 
was found lying outside the fundus of the gall¬ 
bladder, surrounded by cicatricial tissue. Secondly, 
in consequence of acute inflammation, the gall¬ 
bladder may become gangrenous. I have seen 


only one such case, and here the constitutional' 
symptoms were very grave, and resembled very 
much those cases of gangrenous appendix which 
one is so familiar with. The gall-bladder was 
enormously dilated and extended down to the right 
iliac fossa, and its internal surface was gangrenous. 

1 I was called in to see the case as one of acute 
appendicitis. Although the pus was evacuated 
| from the gall-bladder the patient’s condition did 
1 not seem sufficiently good to allow of the removal 
of the gall-bladder, and simple evacuation was 
j done, but the patient succumbed twenty-four hours 
t afterwards. In these cases of greatly distended 
purulent gall-bladder, the usual position of the 
swelling is towards the umbilicus. As Mr. Mayo 
Robson pointed out, these swellings may extend 
down to the right iliac fossa and simulate appendix 
abscess. I have seen three such cases, in all of 
which the condition was thought to be appendix 
abscess. But in each of these cases I noted that, 
though there was a swelling in the right iliac fossa, 
it had a rounded edge which was turned towards 
Poupart’s ligament, and its upper limit was lost in 
I the liver dulness. In an appendix case, on the 
| other hand, the rounded edge is nearly always 
above, and the tumour has no rounded edge below. 
Also there is a definite area of resonance between 
I the tumour and the liver dulness. 

There can be no question about the absolute 
i necessity of operation if once the diagnosis of pus 
1 in the gall-bladder has been arrived at. The 
l chance of cure by inspissation of pus or by ulcera¬ 
tion is slight, whereas the danger is very great. 
However, operation in these cases is not so abso¬ 
lutely devoid of risk as in the cases of ordinary 
cholecystotomy. Out of twelve cases of suppurat- 
! ing gall-bladder in which I have operated there 
' have been three deaths. Two of these I have 
j mentioned : one in which there was rupture with 
general peritonitis, and in the other there was 
, gangrene. The third was that of a very old lady who 
died from exhaustion. In all the cases there was a 
history of so-called “ bilious attacks ” for several 
years. I do not propose this evening to enter into 
I the symptoms of gall-stones in the common duct, 

I but I would like to strongly endorse the opinion 
! of Mr. Mayo Robson that if a stone is found to be , 
present it must always be removed, and to depre- I 
cate the opinion of l)r. Hale White that such cases] 
, get well of themselves. 

| Mention has been made of the connection of 
. malignant disease with gall-stones. Both Dr. Hale 
) White and Mr. Mayo Robson agreed that there is 
1 such a connection, and that it constitutes an argu- 
; ment in favour of removal of stones. An interest¬ 
ing example of this occurred in my practice last 
year. I was asked to see an old lady, jet. 65 years, 
who had noticed a definite hard lump below the 
liver for six years. She had seen a physician, who 
1 told her it was caused by gall-stones, but that she 
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was on no account to allow a surgeon to operate. 
She took this advice and refused to see a surgeon 
until I saw her. Six months before I saw her she 
commenced to lose flesh and had slight jaundice 
and vomiting and the swelling increased. She 
then disregarded the physician’s advice and 
agreed to submit to an operation. I found 
extensive malignant disease of the gall-bladder 
extending into the liver, and malignant glands in 
the hilus of the liver. There were half a dozen 
large stones, evidently of old standing, in the gall¬ 
bladder. She recovered from the operation, but 
she is gradually losing strength. In this case one 
feels that she would not have developed carcinoma 
if the gall-stones had been removed earlier. I had 
another very interesting case of carcinoma develop¬ 
ing with gall-stones, but curiously in the second case 
the carcinoma developed after the gall-stones had 
been removed. I had operated upon a patient 
for empyema of the gall-bladder with very old 
stones, and I drained the gall-bladder and the 
patient recovered completely ; a year afterwards I 
was called to see the patient again, when I found 

( an enormous swelling over the gall-bladder, which 
I took to be an acute collection of pus. Instead 
of that I found very extensive carcinoma, and this 
without any further gall-stones to account for it. 
The only explanation I can give is that there must 
have been some very small growth at the time of 
the first operation. 

The other sequela of gall-stones to which I wish 
ll to refer is chronic pancreatitis. I cannot under- 
I stand the statistics which Dr. Hale White has 
I brought forward from Guy’s Hospital. I should 
" not, however, definitely accept them unless the 
absence of chronic pancreatitis were confirmed 
by microscopical examination. I believe the 
degree of hardness of the head of the pancreas 
diminishes after death, possibly by some digestive 
action of pancreatic ferments. I have personally 
known cases of definite infiltration of the head of 
the pancreas diagnosed during the operation, 
which at the post-mortem appeared at first normal, 
though of course the disease was shown by micro¬ 
scopical examination. The other point I would 
mention about these figures is that the statistics 
-1 quoted by Dr. Hale White were spread over a 
Iff period of forty years, tyut the importance of exa- 
D mining the pancreas has only been realised during 
I the last few years. I look upon chronic and sul> 
▼ acute pancreatitis as very serious complications 
which are certainly best treated by draining the 
gall-bladder. This usually gives a satisfactory 
result, but in the more acute forms of the disease 
cholecystotomy does very little good, and little 
can be expected from any operative procedure 
whatever. 

I After considering the frequent complication of 
I gall-stones—acute cholecystitis, empyema and its 
i consequences, impacted stone in the duct, malig¬ 


nant disease, and chronic pancreatitis (a group of 
serious diseases)—there can be no doubt of the 
necessity of removing gall-stones whenever we 
make a diagnosis of their presence. This is 
especially indicated, as the risk of removal of a 
stone from a non-inflamed gall-bladder is practi¬ 
cally nil. I have not lost a case in which I did j 
cholecystotomy alone, so that one can recommend 
the operation as being almost as free from risk as 
travelling by an express train. 

Finally, I would like to refer to an interesting 
case of difficulty in diagnosis. A few years ago I 
saw a young woman who complained of persistent 
pain in the right epigastric region, radiating round 
to the right scapula. And there was tenderness on 
| pressure practically at the gall-stone point. I 
| thought this was a case of gall-stones, and sent it 
I round to the hospital. There she was seen by 
I another surgeon, who diagnosed the case as one 
of floating kidney, and performed nephrorrhaphy. 
After she left the hospital, however, she experi¬ 
enced no relief from the pain, and I saw her again 
a month later. I discovered she had angular curva¬ 
ture of the spine in the dorsal region, and the pain 
disappeared after a proper poroplastic jacket had 
been fitted. I mention that as a rather unusual 
case, and of a kind in which the diagnosis may be 
difficult. 

These, I recognise, are very incomplete 
remarks; but the subject is such a large one that 
I thought it would be better only to refer to the 
points which occurred to me. 


WITH DR. NORMAN MEACHEN IN THE 
SKIN DEPARTMENT OF THE PRINCE 
OF WALES’S GENERAL HOSPITAL. 


Gentlemen, —This man, cet. 26 years, is a packer. 
I thought he might interest you this afternoon on 
account of the persistent (edema of the lower eyelids 
which he had had for six weeks before I first saw 
, him last March. At that time his face was covered 
; with a papular and pustular eruption, acneiform in 
character, strongly suggesting some form of drug- 
rash. He also had a circular patch of shallow 
ulceration symmetrically situated upon the centre 
of the flexor aspect of both forearms which were 
said to have begun as “pimples.” No definite 
history of specific trouble could be obtained. He 
had contracted enteric fever in Bloemfontein in 
1901, followed by “slow continued fever.” I at 
once put him upon ten grains of potassium iodide 
together with one drachm of the liq. hydrarg. 
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perchlor. in a mixture, three times a day, and the 
lesions upon the arms rapidly improved. The face 
likewise improved, but the oedema of the eyelids 
remained. My colleague, Dr. Whipham, kindly 
examined and reported that there was nothing in 
the condition of the urine or in the man’s general 
system to account for the presence of this latter 
symptom. Cases of persistent oedema of the eye¬ 
lids are not unfrequently seen in young adults 
suffering from some degree of anaemia, but to say | 
that the condition is due to lymphatic obstruction 
does not help one much. I think that the swel¬ 
ling is gradually disappearing in this case. 

Here is a man, aet. 57 years, with a bad attack 
of psoriasis , of ten years’ duration. I show him to 
you to-day on account of the involvement of the 
nails, which, as you see, are greatly thickened, 
pitted, and brittle. His scalp is also affected. He 
is having no internal medication, but he is taking 
daily baths of cyllin (creolin), and rubbing into 
the patches an ointment of cyllin and salicylic acid. 

This youth, set. 15 years, shows another type of 
the same affection, the guttate. It is to be noticed 
that the flexor surfaces are by no means spared, 
and his face is also severely affected. In some 
cases psoriasis seems to be one of the “family 
diseases,” and this lad’s brother and mother suffer 
in the same way. There is also a strong rheumatic 
history in his case, and for that reason I have ppt 
him upon five grains of salicin, three times a day. 

Yet another psoriatic! A girl, aet. 18 years, who 
states that she has suffered ever since she was 
quite a small child. She has large scaly patches 
upon the body and limbs and the scalp is much 
crusted with the disease. She has been in many 
hospitals and infirmaries but has never succeeded 
in getting wholly rid of the disease. Her case is 
noteworthy, too, in that the eruption is accom¬ 
panied by very severe itching, which symptom is 
curiously variable in psoriasis. I have- ordered for 
her a creolin bath, to be taken nightly, followed by 
the inunction of the compound creolin ointment 
into the patches upon the body. The scalp is best 
treated as one would any severe crusting eruption 
in that region, viz. by a thorough shampooing 
with green soap and a little spirits of wine, as many 
scales being removed in the process as possible, 
after which an ointment of ammoniated mercury, 
ten grains to the ounce, with five grains of salicylic 
acid, is to be well rubbed in. 


This patient, aet. 40 years, has rather an interest¬ 
ing eruption upon the face. At first sight her 
condition might well pass for an ordinary eczema, 
and, indeed, she was only labelled so yesterday 
afternoon in my clinic. Yet she says that the face 
flushes a good deal after drinking anything hot and 
also after meals, and if one comes to examine the 
distribution of the lesions closely, it is seen that 
the papules and pustules show a tendency to greater 
aggregation over the malar regions and tip of the 
nose—in fact, over the usual “flush-area” met 
with in rosacea. Then again, her scalp presents 
distinct evidences of seborrhoea, and her tongue is 
somewhat furred. We must regard it, therefore, 
as a rosacea with an underlying basis of seborrhoea. 
As she complains of considerable burning and 
smarting I propose to begin the treatment with a 
simple soothing application of Lassar’s paste, diluted 
with an equal bulk of lanoline, and a little sweet 
almond oil. A lotion of calamine will also be 
grateful, and when the inflammation has subsided 
we can then add a little ichthyol to the ointment. 

Here is an instance of true eczema, of the fissured 
type, associated with congenital xerodermia, in a 
girl, set. 10 years. Her mother states that the skin 
has been rough ever since the age of three months, 
and now you can see that she has a pretty widely 
distributed eczema upon the body and limbs. The 
integument over the backs of the hands is peculiarly 
dry and lustreless, almost in the condition of the 
“ cadaveric skin.” It would appear that the general 
nutrition of the skin suffers from a lack of the 
normal secretions, resulting in a condition of more 
or less atrophy. One might, perhaps, apply the 
term “ ichthyosis ” to the condition of the skin over 
the shins of this child, but it is only a mild form of 
that disease. The official ointment of the glycerine 
of the subacetate of lead is a good application for 
xerodermia, so also is the glycerine of starch. 
Gelatine and starch baths are sometimes very 
efficacious in the treatment, and salicylic acid may 
well be employed for its keratolytic action upon the 
epidermis. It is needless to add that all irritating 
soaps must be discontinued. 

I am showing you this case of scalp eczema in 
a child, aet. 7 months, not so much because of its 
intrinsic interest, but rather in view of the fact 
that there exists a widespread impression against 
the rapid cure of this affection. The risks of treat¬ 
ment in this special variety of eczema in childhood 
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have certainly been exaggerated, but, nevertheless, j 
some facts have been brought to light which tend 
to make us somewhat cautious in suggesting any- I 
thing like “ heroic ” measures. Several cases have 
been reported from the Continent in which a state 
of renal inadequacy has existed in infantile eczema, 
and, according to Guinon and Pater, albuminuria I 
is by no means uncommon, while Bernheim-Karrer ' 
has demonstrated the presence of a staphylococcus j 
in the blood in two or three fatal cases in which, 
clinically, signs and symptoms of nephritis super¬ 
vened. In another case, reported by Hahn, a 
young child died after having its scalp-eczema . 
treated with an ointment containing litharge, and j 
at the autopsy a minute quantity of lead was re- j 
covered from the cerebral convolutions ! Most of 
us have had infants under our care with this 1 
disease in whom convulsions have set in consequent | 
upon the improvement of the local condition. , 
Bearing this fact in mind then, it follows that , 
no strong antiseptics, tar-products, or mercurials, 
whether in ointment or lotion form, should be used ! 
in the treatment of eczema in early childhood, in 1 
order to minimise any possible risk of absorption. 
The oxides and oleates of zinc and bismuth are 
quite harmless, and ten grains of these may be 
incorporated in half-an-ounce of lanoline, with or : 
without half a drachm of sweet almond or olive oil. 

A weak calamine lotion may be safely used for 
bathing the parts, and the dressings should be 
lightly secured in place by bandages. ! 

This woman, set. 68 years, has tylosis plantamm 
— i. e. a chronic thickening of the epidermis upon 
the soles of the feet. She has suffered for eight 1 
years, both feet being affected, and when deep j 
cracks and fissures make their appearance, which 
they frequently do, walking is most painful. The ; 
palms of her hands used to be affected, but now ! 
they are quite clear. She has improved con- | 
siderably under an ointment of salicylic acid, twenty ; 
grains to the ounce, and she can now walk in 
comparative comfort. One might apply the liquor ! 
potassae cautiously to the thickened areas, allowing 
the alkali to remain on for a few moments, after¬ 
wards neutralising it by dabbing on some weak 
acetic acid. This is a more rapid method, but it 
cannot be undertaken if there be much Assuring of 
the epidermis. 

This patient, aet. 28 years, has a small, scaly, 
reddened patch upon her nose, of about a week’s 


duration. I saw her in September, 1906, when 
Dr. Taylor, of Wood Green, asked me to see her 
with a similar condition. The eruption was quite 
superficial, having a slightly elevated border with a 
somewhat atrophic centre. A small patch sub¬ 
sequently appeared beneath each eye. Her general 
health was good. I made a local application of 
equal parts of powdered camphor and pure phenol 
and ordered twelve grains of salicin in a mixture 
three times a day. By December 5th the eruption 
had quite disappeared. The condition is now 
very much less obvious than it was last autumn, 
but it is fairly typical of lupus erythematosus , or, as 
it is preferably termed, “ Ulerythema centrifugum. v 
There are none of the nodules present such as are 
usually seen in its cousin lupus vulgaris. Evidence 
appears to be slowly accumulating to show that 
ulerythema is closely allied to the toxic erythemata, 
and that its association with tuberculosis, though 
sometimes conspicuous, is less constant than in the 
more destructive and disfiguring disease. This 
patient does not give any history, family or personal, 
of phthisis, neither has she any marked circulatory 
weakness, for it is quite common to find that the 
so-called “ chilblain-circulation ” is present in cases 
of lupus erythematosus. The latter name is apt to 
frighten people unduly, so that I always make use 
of Unna’s alternative which has the further advan¬ 
tage of expressing the clinical features of the malady. 
There is no doubt that the members of the salicin 
and quinine groups of drugs do exercise a beneficial 
influence in a large number of the cases, but it 
is equally important to treat the condition locally. 
The periodical application of camphor-carbolic 
paint referred to above is often very successful, 
while at other times iodine tincture seems to act 
better. 

The next patient, set. 39 years, has a similar 
condition upon the dorsal surface of nearly all the 
fingers. The red patches have been present for 
about eighteen months. Their surfaces show 
only the finest scaliness, and little or no atrophy, 
but I have no doubt that we have to deal here with 
a case of more diffuse ulerythema. She has also 
a condition of mild ichthyosis upon the left leg, 
and a small ulcer upon the right; so here we may 
say that there is a co-existence of skin diseases, of 
the type which I have called “accidental,” as 
distinguished from the “natural.” The latter variety 
only applies to the two or three apparently different 
cutaneous affections sometimes seen in one patient, 
such as alopecia, acne of the face, and seborrhcea 
corporis, in which one common pathological cause 
is responsible for all. This woman is having 
quinine internally, a weak mercurial ointment for 
her ulcer, and a mild salicylic acid ointment for 
the fingers and her xerodermic leg. 

August 19 th, 1907. 
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A CLINICAL LECTURE 

ON 

SOME CASES OF PARALYSIS WITH 
MUSCULAR ATROPHY. 

Delivered at St. Bartholomew’s Hospital, 

By J. A. ORMEROD, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen, —Motor paralyses are generally refer¬ 
able to lesions of the motor tract, that is to say, the 
, system of nerve-cells and fibres which extends from 
| the cerebral cortex of the Rolandic region through 
the pyramidal tract to the anterior cornual cells of 
the cord, and thence vid the anterior nerve-roots, 
nerve-trunks, and nerve-endings to the muscles. 
This system again falls into two divisions, an upper 
part (upper neurons), embracing all above the 
anterior corneal cells, and a lower (lower neurons) 
embracing these cells and the efferent fibres which 
reach from them to the periphery. Now the 
clinical features distinctive of disease of the upper 
neurons are: (1) on the positive side, a tendency to 
contracture of the muscles, which in early stages 
or slight cases is foreshadowed by such phenomena 
as increased tendon reflexes, ankle clonus, extensor 
plantar reflexes, and in severe cases declares itself 
as muscular rigidity; (2) on the negative side, a 
maintenance of the normal nutrition of the muscles 
so that they neither waste nor undergo changes in 
their electrical irritability. The clinical features of 
disease of the lower neurons are just the opposite, 
for there is neither muscular rigidity nor any of the 
aforesaid phenomena which herald it, but on the 
contrary the tone of the muscles disappears, elec¬ 
trical “ reaction of degeneration ” develops in them, 
and eventually they waste. This wasting is often 
accompanied by flickering contractions of isolated 
muscular fibres known as “ fibrillary tremor.” Now 
if, for the purposes of this lecture, I may be per- 


Digitized by 


Google 




DR. ORMEROD. 


306 The Clinical Journal.] 


mitted to add to the lower neurons the muscles 
themselves, we must note that in disease beginning 
in the muscles there is neither the increase of mus¬ 
cular tone nor the modifications of reflex action 
which characterises disease of the upper neuron, nor 
yet the flaccidity nor changes in electrical reaction 
which characterise disease of the (nervous part of 
the) lower neuron, but that wasting of muscle is 
very common. We may say, then, putting aside 
some exceptions with which I shall not now trouble 
you, that muscular atrophy is distinctive of disease 
of that part of the neuro-muscular system which 
starts in the anterior cornual cells and ends in the 
muscles. 

The most common disease of the anterior cornual 
cells of the spinal cord is acute anterior poliomye¬ 
litis, sometimes called infantile (spinal) paralysis, 
because the subject of it is usually a young child. 
The clinical history of such cases generally is that 
a child previously in good health has a feverish 
attack, the nature of which may be quite doubtful 
until it is found that the patient is paralysed. The 
paralysis may be from the first limited, or it may 
be very extensive. In some cases there are no 
prodromal symptoms, only the paralysis. The 
further course is, that the child gets gradually 
better in its general health and the paralysis gradu¬ 
ally diminishes, localising itself more and more to 
some particular limbs, or to particular muscles, 
while others recover. Although there are some 
little difficulties about the case I now show to you 
I think it is a case of that kind. The child is aet. 
3 J years. There is a doubtful history of accident 
thirty days before admission. Next day there was 
headache and the day after that he was found to be 
paralysed. This paralysis was very general; he 
could not sit up and could not move his limbs, and 
he passed his excreta under him. There was im¬ 
provement subsequently, especially in the lower 
limbs. He was admitted four weeks later, and it 
was then noted that he had wasting of the shoulder 
muscles, a certain amount of stiffness of the legs, 
with ankle clonus, and that he passed his urine 
under him. I emphasise the stiffness of the legs, 
the ankle clonus, though they have now passed off, 
because they are exceptional circumstances. It 
looks as if the disease had extended beyond the 
limit of the anterior cornual cells. But let us con¬ 
sider the condition of the arms, which is more 
typical. First as to the distribution of the paralysis 
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among the muscles of the upper limb. You can 
sometimes recognise a spinal lesion by the dis¬ 
tribution of the paralysis. In text books you are 
now given certain tables of the nerve-roots from 
which the different muscles are supplied, and if 
in a given case you can make out that the muscles 
paralysed correspond to particular nerve-roots or 
segments, it will suggest to you that you have to 
deal with a spinal case, and not one which is purely 
muscular or purely due to lesion of nerve-trunks 
or nerve-endings. Perhaps I may abbreviate an 
already abbreviated table (most of the tables are 
very elaborate), taking it from an article by Sir 
Victor Horsley in Allbutt’s 4 System of Medicine,’ 
and selecting from it those muscles whose state it 
is easiest to recognise clinically : 

The fifth cervical root (C. v) supplies the spinati, 
the deltoid, the clavicular part of the pectoralis 
major, the biceps, the supinator longus. 

The sixth cervical root (C. vi) supplies the latis- 
simus, the pectoralis major (lower part). 

The seventh cervical root (C. vii) supplies the 
triceps and the extensors of the wrists and fingers. 

The eighth cervical root (C. viii) supplies the 
flexors of the wrists and fingers. 

The first dorsal root (D. i) supplies the small 
muscles of the hand. 

Let us look at this boy. His left side is the one 
least affected, and you can see that on this side 
his deltoid is paralysed, that there is wasting of the 
spinati, and that he has very little power in his 
biceps. On electrical examination we find that his 
biceps does not react well, while his triceps is 
normal. So all the muscles affected on the left 
side fall under the fifth cervical root or segment. 
The right arm is worse. You see that here the 
deltoid is paralysed and the spinati are affected. 
The biceps is wasted, you can see that it is quite 
small, and the triceps is affected too. So I pre¬ 
sume that on this side the lesion reaches further 
downwards in the cord than it does on the left 
side. The condition of the forearm muscles, of 
the pectoralis, and of the latissimi, is difficult to 
demonstrate to you now ; you must take it from 
me that they are not seriously affected, and that 
therefore the distribution of the paralysis corre¬ 
sponds, on the whole, to the nerve roots or segmental 
supply from the cord. Add to this the flaccidity 
and wasting of the affected muscles, and the 
modifications of electrical irritability which they 
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show, and we conclude that this is a case of 
anterior poliomyelitis affecting principally the fifth 
cervical segment. But the condition of the legs 
when the boy was first seen—they then showed a 
certain amount of rigidity, an increased tendon 
reflex, and ankle clonus (now nearly gone)— 
indicates that the lesion, or at least its immediate 
effects, may have extended a little further trans¬ 
versely than the precise limits of the anterior 
cornua and have affected the pyramidal tracts as 
well. If, as is now thought, the pathological pro¬ 
cess in infantile paralysis is inflammatory or throm¬ 
botic, rather than degenerative, there would be 
nothing surprising in this. 

I must miss out affeftions of nerve-roots, 
nerve-trunks, and nerve-endings, because I have 
no cases of the kind to show you, and come to 
paralysis beginning in the muscle itself, /. e. in the 
peripheral end of the neuro-muscular apparatus. 
To this class of case is given the name of idio¬ 
pathic muscular atrophy, or myopathic atrophy, or 
muscular dystrophy. (The term “ dystrophy ” is 
contrived to include those cases in which wasting 
is not a leading feature.) These cases differ very 
distinctly from those where the lesion is spinal. 
This form of paralysis first shows itself either in the 
muscles which connect the limbs to the shoulder 
or to the hip (as the case may be), the muscles, 
that is, of the shoulder girdle or of the pelvic 
girdle, or else in the large muscles of the upper 
arm or of the hip. And secondly, the muscles so 
paralysed do not correspond to any segmental 
arrangement in the spinal cord. Thus the biceps 
and triceps may be atrophied while the deltoid 
is spared. Thirdly, there is no electrical reaction 
of degeneration, nor is there fibrillary twitching of 
the muscles. And lastly, with the atrophy of some 
muscles may be associated an hypertrophy, or at 
least an appearance of hypertrophy, of others : so 
that of the affected muscles some are large, others 
wasted, but all are weak. 

Here is a good instance of myopathy beginning 
in the shoulder girdle in a boy, set. 18 years. The 
total duration of his disease is two years, 
thus it is a comparatively recent case. His 
right arm is the part principally affected, and 
that only for a few months. He first noticed 
weakness in walking, so it is probable that 
the muscles of the pelvis were really the first to be 
affected. Nevertheless the affection of the shoulder 
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muscles has so far outstripped the rest that we 
may consider it a “ shoulder case.” Two years 
ago he became tired after walking. One year ago 
he walked oddly. Partly to rest his legs and partly 
for family reasons he became a blacksmith. Then 
he began to suffer from pain in the right arm when 
striking and his right arm became weak for lifting, 
and next the right arm began to get thin. That is 
practically all the history. No one else in the 
family is affected, and this is important, because it 
frequently happens that idiopathic muscular atrophy 
attacks several members of a family. His face is 
natural, and in that respect it differs from the case 
I shall show you next. With regard to the 
shoulder girdle, the right shoulder drops out of 
place: this is mainly due to the atrophy of the 
trapezius. I ask you to notice the position of his 
scapula; the scapula has dropped down and is, as 
it were, suspended by the levator anguli. But the 
affection of the trapezius does not wholly account 
for the dropping of the shoulder: there is another 
muscle concerned, the serratus magnus. When he 
holds his hands out straight you see very clearly 
“ winging ” of his scapula, that is, a projection of 
its lower angle and vertebral border, due to the 
fact that the serratus no longer holds it in apposition 
to the trunk. 

These muscles are less affected on the left side 
The deltoid on the right side is of good size, and 
rather firm and tough; perhaps it is a little bit en¬ 
larged. The infra-spinatus is large on that side, but 
on the left side it is not enlarged. The upper parts of 
the pectorals are fair, but the lower parts are very 
much wasted, and there is no latissimus dorsi 
at all. Both biceps muscles are very small, the 
triceps muscles are wasted. The forearms are 
fairly big and natural, and the hand muscles are 
quite normal. Thus the whole arrangement differs 
in toto from that which you find in spinal cases, 
wherein the muscular atrophy mainly falls either 
upon the deltoid, spinati, and flexors of the forearm 
(C. v), or upon the small muscles of the hands and 
flexors of the fingers (D. i, C. viii). 

In the next, my third patient, I ask you first to 
notice the gait. He holds the head and trunk 
thrown back and keeps his feet wide apart. And 
he avoids bending his knees as much as he can. 
This is a case similar in nature to the last one, but 
the particular muscles involved are rather different. 
The muscles affected here are mainly, though not 
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entirely, those of the pelvic girdle. It is a little 
uncertain as to how long his disease has existed; 
we cannot get a very good history—possibly as 
much as twelve years. He says that a cousin of 
his is affected in the same way. His face is some¬ 
what peculiar. We always look for peculiarities of 
the face in this class of patient, because there is 
one form of the disease which begins in the face. 
Thus in children it often commences in the muscles 
of the face, and attacks the muscles of the shoulder 
and arm at a later date. This patient’s deltoids 
and biceps are fairly good. And so are the 
trapezii. The only muscles which appear to be 
affected in the shoulder girdle are the pectorales 
and the latissimi. There is a great gap where the 
lower part of the pectorales ought to be, and the 
latissimus dorsi is wasted on both sides. So much 
for the upper limbs, but why should this patient 
walk in such a peculiar way ? Notice the back¬ 
ward tilt of the trunk as he walks. That is due 
to weakness of the erectores spinas and of the 
glutei. A patient with weakness of those muscles 
walks so because it preserves his centre of gravity 
from being upset. When he walks with this back¬ 
ward lean the centre of gravity is towards the back 
of his feet, and if he gets a push from the front he 
can correct further backward displacement of it by 
contracting the abdominal muscles. But if he 
were to walk in the ordinary way, or to lean for¬ 
ward, the centre of gravity would be nearer the 
front of the foot, and he would not be able to 
correct a push forwards by the extensors of the 
back and hips, which are the weak muscles. In 
the thighs you can see that his quadriceps muscles 
are very small, and they are very weak. It costs 
him a great effort to straighten out the knees as he 
sits. It is on account of the weakness of these 
muscles that he avoids bending his knees while he 
walks. The knee-jerk is practically absent, as it 
often is in these myopathic cases, not on account 
of deficiency in the nervous apparatus, but through 
deficiency in the muscles themselves. The glutei 
are very small, you can hardlv feel them. His 
calf muscles are quite large. The enlargement of 
the calves in some of these cases of muscular 
atrophy connects them with the condition known 
as pseudo-hypertrophic muscular paralysis. That 
is a form of muscular dystrophy usually beginning 
in childhood, the most striking feature of which is 
enlargement of muscles. Many muscles, the calves 
particularly, look large and feel hard, but are 
nevertheless weak. Though this “ pseudo hyper¬ 
trophy ” is the leading factor, there is usually some 
muscular atrophy as well, and this brings such 
cases into relation with those that I have just 
shown you. 

I have not a case of pseudo-hypertrophic 
paralysis to show you, but I believe there is one 
in the hospital. 

August 2 6th, 1907. 


SOME FEATURES OF ADHERENT 
PERICARDIUM. 

By THEODORE FISHER, M.D., M.R.C.P., 

Assistant Physician to the East London Hospital 
for Children, Shadwell. 


The signs and symptoms of adherent pericardium 
have been subjects for discussion upon many 
grounds, and there are features both of the patho¬ 
logical and clinical aspects of the disease upon 
which it is still impossible to dogmatise. Yet 
there are some indisputable facts that do not 
appear to have received the recognition they 
deserve. One of these facts is that adherent 
pericardium is the most serious form of cardiac 
disease in children , and we may couple with this 
another, namely that wherever a very large heart is 
present in a child—in the absence of aortic valvular 
disease—there is almost certain to be an adherent 
pericardium. 

Some years ago I examined several records of 
cases dying of adherent pericardium in Guy’s 
Hospital with the object of ascertaining what evi¬ 
dence they afforded of the importance of this 
affection in children. During ten years there were 
thirteen cases under the age of 16 of death from 
adherent pericardium, when valvular disease was 
absent or very slight in degree. The same period 
showed four cases under the age of 16 where 
valvular disease alone appeared to have been 
responsible for death. As a basis for general con¬ 
clusions the above numbers may appear to be 
small, yet several years’ experience at a children’s 
hospital and also in the post-mortem room of a 
general hospital would lead one to believe the 
percentage to approximately represent the truth. 
Examination of these records and my own experi¬ 
ence would lead me to make another statement, 
possibly less open to dispute than the above, but 
still, I believe, true. It is that after the age of 
Hventy years pericarditis is rarely followed by serious 
conseqiiences. Dr. Sequeira’s investigations point 
to a similar conclusion.* To take, for example 
one set of his figures ; in 64 cases of pericarditis 
occurring in females, 49, which he describes as 
“ never compensated ” or showing “ precarious 
compensation,” occurred under the age of 15 years. 

# 1 Med.-Chir. Trans.,' 1899. 
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In males there were a rather larger number of 
serious cases occurring up to the age of 25, but 
the general conclusion to be drawn from the 
figures are the same. In other words pericarditis 
and its sequels may be considered the cardiac 
disease of childhood and youth. Although up to 
the age of 25 or a little later cases of death may 
occasionally be met with when adherent peri¬ 
cardium—a sequel of pericarditis which occurred I 
some years before—is the main, if not the only, 
cardiac lesion, after the age of 30 cases of death 
from adherent pericardium are decidedly rare. In 
2500 autopsies I have only met with three cases 
where it could be described as the cause of death 
after that age. 

Another point emphasised earlier in this paper 
was that the heart of a child, when associated with 
adherent pericardium, is usually much—sometimes 
very greatly—enlarged, the weight occasionally 
reaching five times the normal. This enlargement 
may perhaps be regarded as the most important 
physical sign of adherent pericardium in a child. 
As has been previously mentioned, where great 
hypertrophy exists adherent pericardium is almost 
certainly present. It may be added that some 
signs occasionally noticed in cases of adherent 
pericardium may possibly be due to the unusual 
size of the heart. The signs to which I refer are 
indrawing of the chest-wall in the neighbourhood 
of the cardiac impulse and Broadbent’s sign— i. e. 
systolic retraction of the hinder and lower part of 
the left side of the chest. The explanation of their 
occurrence probably is that the outward thrust of a 
portion of the comparatively flexible chest wall of 
a child by a large heart is compensated by the 
indrawing of other portions, the inward movements 
near the cardiac apex being possibly dependent 
upon external atmospheric pressure. 

It perhaps is natural to conclude that the cause 
of the enlargement of the heart is interference with 
cardiac action by the pericardial adhesions. That 
this is the true explanation is, however, by no 
means clear. In the post-mortem room the peri¬ 
cardium is not very uncommonly found firmly 
adherent to the heart where no hypertrophy has 
taken place. It has been suggested that cases in 
which adhesions are present between the pericardium 
and chest-wall, as well as between the pericardium 
and the heart, are those in which enlargement 
takes place. Such, however, cannot be said to be 


generally true ; in fact, the reverse would be more 
accurate. It is where adherent pericardium has 
followed rheumatic pericarditis that hypertrophy of 
the heart occurs. Tuberculous pericarditis or peri¬ 
carditis associated with pneumonia or septicaemia 
are rarely followed by enlargement of the heart.* 
A photograph of some hearts has been given which, 
in some measure, illustrates the different degree of 
enlargement associated with adherent pericardium 
of different origins. The largest heart is from a 
woman, aet. 26 years, who had suffered from rheu¬ 
matic fever at the age of fourteen years. The 
heart, stripped of the fibrous pericardium, weighed 
26^ oz. The smallest heart is an example of 
adherent pericardium of tuberculous origin. It is 
from a girl, aet. 9 years, who died of tuberculous 
peritonitis. The fibrous pericardium is still 
attached to the heart, yet the heart with the peri¬ 
cardium, at the time of the autopsy, weighed only 

oz. It is unfortunate that the two hearts are 
not both from children, and from children of 
about the same age; but the heart may weigh 
between 20 and 30 oz.—that is, be as large as the 
large heart in the illustration—at the age of twelve 
as a sequal of rheumatic pericarditis. The third 
heart is from a case of pericarditis in pneumonia. 
It has been inserted to show the size of a normal 
heart. 

The virtual limitation of enlargement of the 
heart to cases of adherent pericardium, which 
follow one variety of pericardial inflammation, 
shows not only that hampering by adhesions can¬ 
not be the cause of enlargement, but seems to 
indicate that another theory cannot be considered 
to rest on firm ground.. Adopting the view held 
by Hill and Barnard, that the normal function of 
the fibrous pericardium is to restrain dilatation of 
the heart, Dr. Sequeira considers that pericarditis 
causes softening of the pericardium and allows the 
heart to dilate. If, however, weakening of the 

* Dr. Samuel West (‘ Brit. Med. Journ.,’ June 8th, 1907, 
p. 1393) has recently expressed the opinion that the cases 
of adherent pericardium in which the heart suffers are 
those in which adhesions are present between the external 
surface of the pericardium and the chest-wall. These 
adhesions, however, are virtually always present in tuber, 
culous pericarditis, yet the heart does not enlarge. In the 
above illustration of a heart in which adhesions followed 
tuberculous pericarditis the fibrous pericardium still covers 
the heart*, and its rough external surface due to the 
presence of external adhesions is clearly visible. 
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fibrous pericardium in pericarditis allows dilatation 
of the heart, then the heart should dilate not only 
in rheumatic pericarditis but in suppurative peri¬ 
carditis caused by such diseases as pneumonia or 
osteo-myelitis. But in suppurative pericarditis 
virtually no dilatation of the heart takes place. It 
tnay be added that there is another reason why 
this explanation cannot be considered to have any 
foundation. The views of Hill and Barnard as to 
the function of the pericardium have been widely 


on one side of the chest. Were the pericardium 
to fit the heart so closely as to be able to restrain 
dilatation such displacement would not be possible. 
Dilatation of the heart sufficiently extensive to fill 
the pericardium would require to be very great in 
most individuals, as can easily be proved by simple 
experiments in the post-mortem room. Possibly 
cases may, in very rare instances, be found in 
which the normal heart can be distended with 
water to the size of the pericardium by means of 



The largest heart is from a case of adherent pericardium following rheumatic pericarditis. In the smallest heart 
there has been adhesion of the pericardium following tuberculous pericarditis. The third heart is from 
a case where pericarditis was associated with pneumonia. It has been placed here to give some idea of 
the size of an adult heart in which there is no dilatation. 


accepted, but possibly without sufficient reason. 
It is not clear, at least in the great majority of 
individuals, that the pericardium is capable of 
restraining dilatation of the heart The fibrous 
pericardium is usually far too capacious to exert 
any such restraining influence. It is needless to 
remark that the pericardium is fixed to the dia¬ 
phragm, and cannot move with the heart, yet 
clinical experience frequently shows that there is 
ample room within it to allow of great ’displace¬ 
ment of the heart, e. g. when there is pleural effusion 


such pressure as might, under exceptional circum¬ 
stances, be exerted by the blood during life, but 
in these cases all four cavities of the heart would 
need to be filled. It is scarcely necessary to 
point out that during life no such distension of all 
four cavities of the heart could occur and the 
heart continue to beat, since the full auricles 
would be unable to empty themselves into the 
already filled ventricles. The subject may not be 
of such interest as to merit further consideration. 
It only concerns us here in connection with the 
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cause of enlargement of the heart in adherent 
pericardium, and it may be repeated that if the 
healthy fibrous pericardium does not fit the heart 
so closely as to be able to prevent dilatation, we 
cannot with reason believe that softening of the 
pericardium by inflammation will lead to dilata¬ 
tion of the heart. While the above explanations 
for the enlargement appear to be highly improbable, 
to substitute one which appears more satisfactory 
is not easy. Possibly the enlargement which 
follows rheumatic pericarditis may be due to some 
deleterious influence exerted by rheumatic toxins 
upon the nutrition of the growing heart. 

Dr. Goodhart has described cardiac disease in 
children, of which, as we have said, adherent peri¬ 
cardium is the most common variety, as a “ wasting 
disease.” It is more common than not that a child 
should die of chronic cardiac failure without mani¬ 
festing oedema of the extremities. The limbs, 
indeed, are not only devoid of oedema, but may be 
much wasted. In exceptional cases of adherent 
pericardium the abdomen may be greatly distended 
with fluid , which, in the presence of the wasted 
limbs, presents a striking appearance. The exist¬ 
ence of ascites without oedema of the legs in 
cardiac disease, it is needless to remark, appears 
anomalous. So well-known a writer as Wencke¬ 
bach has attributed everything of serious nature 
connected with adherent pericardium to the direct 
influence of pericardial adhesions, and appears to 
think that ascites, while oedema of the legs is 
absent, can be explained on mechanical grounds. 
Such an opinion seems to show that his attention 
has not been drawn to certain facts. The ascites 
is due to chronic peritonitis. How the peritonitis 
originates may not be clear, but in some cases of 
death from acute rheumatic pericarditis the inflam¬ 
mation may be seen to have spread through the 
diaphragm to the upper surface of the liver. The 
causation of almost any variety of chronic peri¬ 
tonitis, except tuberculous peritonitis, cannot be 
said to be definite, but possibly the small patch of 
acute or subacute peritonitis, which may be 
associated with rheumatic pericarditis, paves the way 
for infection with micro-organisms, which produce 
later widespread chronic peritonitis and ascites. ■ 

At the risk of appearing unduly critical or com¬ 
bative, a word may be said here about mediastinitis , 
of which considerable enlargement of the liver has 
been said to be a symptom. Dr. Hale White has 
recently pleaded for accuracy of thought in 
medicine. So many opinions are accepted in 
medicine without sufficiently weighing facts, and 
some views upon mediastinitis appear to me to be 
an illustration of this hurried judgment. Some 
degree of thickening of the mediastinum is present 
in the majority of cases of death from adherent 
pericardium. The fibrous thickening present can, 
however, have no noteworthy influence on the 
venous circulation. For example, the course of the 


inferior vena cava through the posterior mediasti¬ 
num is so short, and its lumen so wide, that obstruc¬ 
tion of the venous flow by fibrous tissue, such as is 
seen in mediastinitis, may virtually be said to be 
an impossibility. The superior vena cava and its 
branches also require to be extremely compressed 
before there is evidence of venous obstruction. 
My own experience would lead me to believe that 
no chronic inflammation of the mediastinum, with 
the exception of gummatous inflammation, is 
capable of seriously interfering with the circulation 
through the superior vena cava and its contributory 
veins. Where there is a large failing heart asso¬ 
ciated with adherent pericardium, it is not neces¬ 
sary to suppose that some symptoms and physical 
signs which may be present are due to pathological 
conditions outside the heafrt. In other words, 
mediastinitis as a complication of adherent peri¬ 
cardium is of no importance. 

A symptom upon which a few words may be said 
is the pulsus paradoxus. This pulse, in which a 
diminution or intermission is present only in res¬ 
piration, has been thought by some to be charac- • 
teristic of adherent pericardium, and by a few ob¬ 
servers, such as Wenckebach, has been attributed, 
like many other associations of adherent pericar¬ 
dium, to the presence of pericardial adhesions. 
Sir James Barr has recently vigorously attacked 
Wenckebach’s conclusions mainly on the ground 
that the pulse can be influenced in a healthy indi¬ 
vidual by forced breathing. There are, however, 
other reasons why the view held by Wenckebach 
as to the influence of adhesions cannot be con¬ 
sidered to be one to which much importance can 
be attached. It is, for example, doubtful whether 
the pulsus paradoxus is especially frequent in adhe¬ 
rent pericardium. An intermission of the pulse 
occurring early during inspiration is by no means 
uncommon in children. Such an intermission is fre¬ 
quently seen during convalescence from almost any 
illness; even some slight ailment may be sufficient 
to produce it. If, therefore, the pulsus paradoxus is 
frequently seen where there is not the least reason 
to suspect the presence of pericardial adhesions, 
it seems unnecessary to discuss how pericardial 
adhesions may lead to its appearance.* 

Another physical sign • sometimes present in 
adherent pericardium which is not easy to explain 
is the occurrence of a presystolie or diastolic murmur 
without mitral stenosis. In the year 1894 Dr. 
Graham Steell and myself independently drew 
attention to the facts that such a murmur may be 
heard in cases of adherent pericardium, both of our 
papers appearing in the same month—that of Dr. 


# It may be interesting to mention that I recently met 
with a case of pulsus paradoxus in a perfectly healthy boy. 
I was examining the pulses and hearts of boys who had 
been competing in athletic sports. The pulse was exa¬ 
mined before and after they ran. The pulse of one boy 
before he ran was of the intermittent character character¬ 
istic of the pulsus paradoxus. 
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Steell in the 4 Practitioner,* mine in the 4 British 
Medical Journal.’ The murmur may be long and 
rumbling, but possibly never ends in the short, 
snapping, first sound frequently present in mitral 
stenosis. The mode of production of some 
diastolic sounds audible at the apex is mysterious. 
Such a dull sound, when occurring near the first 
sound, is sometimes described as part of a re¬ 
duplicated first sound, and when shorter, occur¬ 
ring near the second sound, as part of a re¬ 
duplicated second sound audible only at the apex. 
Sometimes this dull sound may be equidistant 
from the first and second sound, and then under 
certain conditions of accentuation forms part of a 
bruit de galop . The diastolic sound may take 
part in the production of These combinations and 
of various others. It* may be present for a long 
time or be evanescent. It may be the precursor 
of, or accompany, progressive valvular disease, be 
associated with permanent dilatation of the heart 
in which valvular disease is absent, or may be 
heard for a brief period during, or after, the presence 
• of some passing condition of ill-health in which 
we must suppose the heart has shared. Again, 
the sound may occasionally be audible when 
there seems to be nothing whatever to account 
for its presence. I have been speaking of a dull, 
short sound, but the long, rumbling sound some¬ 
times audible in cases of adherent pericardium 
is, in all probability, a sound of similar causa¬ 
tion—that is to say, it is the short, dull sound 
much prolonged. How either the short or the 
long sound are produced I do not venture to 
suggest, but there must be something unusual in 
the action of the heart when they are present and 
well marked, as can be seen by taking cardiographic 
tracings. And this unusual action of the heart can 
sometimes be detected without the use of a cardio¬ 
graph. A shock occurring at the time of 44 the 
third sound of the heart,” as the short, dull sound 
has been called, can, indeed, sometimes be felt by 
the hand placed over the heart—a sufficient proof, 
without the evidence of a cardiographic tracing, 
that there is abnormal cardiac action. But, though 
evident to the ear and hand, the short’ and long 
diastolic sounds remain enigmas, so far as causation 
is concerned. When we can explain the presence 
of the short, dull sound audible in many conditions 
of the heart we shall, no doubt, understand also 
the causation of the presystolic murmur met with 
in cases of adherent pericardium where there is no 
mitral stenosis. 

Such physical signs, however, as the pulsus 
paradoxus, or a presystolic murmur without mitral 
stenosis, are of more interest than importance. It 
is desired to lay stress, rather, upon some features 
of adherent pericardium mentioned earlier in this 
paper, since they have relation to a question which 
so frequently arises—that of prognosis. 

August 26th, 1907. 


GALL-STONES: THE DIAGNOSIS AND 
INDICATIONS FOR OPERATION. 

A Clinical Debate held under the auspices of the Chelsea 
Clinical Society. 

Mr. J. D. E. MORTIMER, President, in the Chair. 


Dr. Hale White. Mr. L. A. Bidwell. 

Mr. Mayo Robson. Dr. H. D. Rolleston. 

Dr. Seymour Taylor. Mr. H. J. Waring. 


(Concluded from p. 302.) 

Dr. Rolleston said: Since the presence or 
absence of gall-stones in the gall-bladder cannot 
be determined with certainty by the X rays, their 
existence must be diagnosed by the symptoms they 
give rise to, or by their detection in the faeces. 
Gall-stones in the faeces may be imitated by 
(a) masses of altered olive oil given by the mouth 
under the mistaken idea that gall-stones in the 
common duct may thus be dissolved ; (b) intestinal 
sand, either true and allied to mucous colic, or „ 
false and the residues of foods, such as the pips, \ 
seeds, or stones of fruit, or even the vertebrae of J 
sardines. 

Gall-stones are most frequently found in persons 
of advanced years, and in my experience most 
commonly give rise to symptoms about the age of 
fifty. Cases do occasionally occur in younger 
women, but, though striking, are exceptional under 
thirty. 

It would take too long to retail all the various 
manifestations of cholelithiasis which can be syste- b 
matically arranged under the heads of mechanic al I 
and in flammatory in the following situations: I 
gall-bladder and vicinity, cystic duct, common £ 
duct, ampulla of Vater, intestine. 

Mechanical effects of gall-stones in the gall-bladder. 
—The purely mechanical effects are less numerous, f 
and on the whole less grave than the inflammatory. 
There is no question that the presence of gall¬ 
stones favours the occurrence of primary carcinoma 
of the gall-bladder. Statistics on this point are 
unanimous, and show that from 69 to 100 per 
cent, of the cases of primary carcinoma of the gall¬ 
bladder are associated with cholelithiasis. In 
twenty-three years there were, at St. George’s, 21 
cases of primary carcinoma of the gall-bladder, 15 
cases, or 71 per cent., of which showed gall-stones. 


Digitized by 


Google 














GALL-STONES. 


[ Auk. 28,1907. 313 


The Clinical Journal.] 


That it is not that malignant disease is respon¬ 
sible for the calculi is shown by considering the 
association of secondary growths in the gall-bladder 
and gall-stones; thus, in 29 cases of secondary 
growths in the gall-bladder calculi were present in 
3, or 10*3 per cent, only, which is within the limits 
of the normal incidence of gall-stones in persons 
at the age at which carcinoma usually occurs. It 
is not surprising that few cases of primary carci- 

! noma of the gall-bladder have symptoms in their 
previous history of gall-stones when we remember 
that only 5 per cent, of persons with cholelithiasis 
suffer any inconvenience therefrom. 

( It will not, I hope, be wandering too far from 
the subject of this debate if I draw attention to a 
point which has received very little attention, viz. 
that whereas gall-stones have a very intimate rela¬ 
tion to primary carcinoma of the gall-bladder this 
relation is not seen to anything like the same 
extent as regards primary carcinoma of the larger 
bile-ducts and gall-stones. Thus, in 66 cases of 
primary carcinoma of the ducts that I have 
collected, in which a definite statement as to the 
presence or absence of gall-stones is made, gall¬ 
stones were present in 23, or 35 per cent., and 

1 absent in 65 per cent. I venture to insist on this, 
because in most statistics carcinoma of the gall- 
! bladder and of the ducts are grouped together. 

I Malignant disease of the gall-bladder does not, 
as a rule, imitate gall-stones; more often it is 
latent as a primary growth and gives rise to 
symptoms and ascites by means of secondary 
growths in the liver and peritoneum. In a certain 


number of cases a tumour is palpable in the region 
of the gall-bladder, which is nodular and increases 
in size, and so distinguishable from a large gall¬ 
bladder containg bile or calculi. 

Gall-stones in the gall-bladder very seldom pro¬ 
duce symptoms by direct pressure on the pylorus, 
though pyloric obstruction may result from peri- 

9 cholecystitic adhesions around the pylorus. A 
large gall-bladder full of calculi may lead to 
elongation of part of the right lobe of the liver— 
a Riedel’s lobe—which may be mistaken for a 
floating kidney. 

I The mechanical effects of a calculus in the cystic 
duct are well known ; there may be distension of 
the gall-bladder with mucus, a mucocele or hydrops, 
there may be intermitting hydrops with recurrent 
attacks of colic, or there may be collapse and 


atrophy of the gall-bladder. In one case under my 
care, a woman ast. 29 years, there was persistent 
vomiting, which eventually led to death in spite of 
all palliative measures; on one occasion only was 
there haematemesis. There was nothing to suggest 
cholelithiasis, but at the autopsy there were small 
I calculi in the gall-bladder and cystic duct, a few 
adhesions around the cystic duct but no peri-pyloric 
adhesions. There was no gastric ulcer or other 
oftvious cause for the persistent vomiting, which 
would appear to have been set up reflexly by the 
calculi in the cystic duct. 

Acute biliary colic , due to the migration of a cal¬ 
culus out of the gall-bladder, is probably nearly 
always not an accident, but the effect of inflammation 
of the gall-bladder, which, by leading to exudation, 
forces any calculus which happens to be lying close 
to the neck of the gall-bladder into the cystic 
duct much in the way that a cork is blown out of a 
bottle. The mechanical distension of the duct sets 
up spasm, and I have no doubt that in so far the 
pain is due to a mechanical cause. But inflamma¬ 
tion in the absence of any calculus may set up 
spasm in the gall-bladder and ducts just as it does 
in the appendix. The diagnosis between chole¬ 
cystitis alone and biliary colic is, therefore, by no 
means easy in all cases. In characteristic cases 
there is perhaps little difficulty ; the pain is much 
more severe in acute calculous obstuction, and the 
fever more prolonged in cholecystitis. 

The mechanical effect of a calculus in the ampulla 
of Vater is a most interesting subject. If a small 
calculus which is not sufficiently large to block up 
the orifice of Wirsung’s duct of the pancreas, but 
is just too big to slip through the biliary papilla 
into the duodenum, gets into the ampulla of Vater 
it prevents the bile from passing into the duodenum, 
but enables it to run into Wirsung’s duct. This 
retrojection of bile into the pancreas sets up, as 
Opie and Halsted have proved, acute haemorrhagic 
I pancreatitis. While gall-stones are common, this 
result is fortunately rare; the reasons are in the 
first place, that it seldom happens that a calculus 
is of just the required size ; if it be sufficiently 
small to leave the orifice of Wirsung’s duct un¬ 
obstructed it can usually pass into the duodenum. 
In the second place it has recently been shown by 
Flexner* that the constituent of the bile which is 
responsible for pancreatitis is the bile salts, and 
# Flexner,' Joum. of Exper. Med./ 1906, vol. viii, p. 147. 
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that the colloid constituents of the bile exert a 
protective action. This suggests that if the bile 
contain a large quantity of mucilaginous (or 
colloidal) constituents as in biliary obstruction, 
or of albuminous products as in inflammatory 
conditions of the bile-passages, which are so 
commonly and intimately associated whith chole¬ 
lithiasis, the power of the bile acids to induce 
haemorrhagic pancreatitis is mitigated so that a 
milder grade of inflammation—chronic interstiflal 
pancreatitis—results. This is an interesting, 
though perhaps somewhat speculative question, 
but the mechanical effect of a calculus in the 
ampulla of Vater has an important bearing on 
surgical operations for cholelithiasis; for it is clear 
that manipulation of the duct may drive a small 
calculus into the ampulla of Vater and thus set up 
haemorrhagic pancreatitis—an event which I have 
seen after operation. 

Inflammatory effects . — Calculous cholecystitis 
may imitate appendicitis, and it has recently been 
shown that the two conditions by no means un¬ 
commonly co-exist. Examination per rectum may 
be useful inasmuch as tenderness is nearly always 
present in appendicitis. I have found tenderness 
on pressure over an area just to the right of the 
spine about the tenth or eleventh dorsal spines to be 
a valuable indication of gall-bladder inflammation. 
I am familiar with the statement that crackling of 
gall-stones in the gall-bladder may be felt, but its 
occurrence must be so rare as to be of little value. 
The tumour occasionally produced by gall-stones 
closely packed in the gall-bladder or by a single 
or a few large calculi is extremely superficial, and 
cannot, like a floating kidney, be displaced into the 
right loin. 

Diagnosis of a calculus in the common duct .— 
When the characteristic features of intermittent 
hepatic fever, with periodic outbursts of fever and 
pain and exaggeration of the jaundice are present, 
the diagnosis is usually easy. Courvoisier's law 
that the gall-bladder is distended in malignant 
obstruction and not palpable in gall-stone obstruc¬ 
tion of the common duct is extremely important, 
and perhaps not so widely recognised as it should 
be. It must not, of course, be supposed that in a 
case of chronic jaundice absence of a palpable 
gall-bladder proves the existence of gall-stone 
obstruction, for malignant disease involving the 
common hepatic duct will bring about these signs. 
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In such cases Cammidge's pancreatic reaction is of j 
value, for it is usually positive in gall-stone obstruc¬ 
tion of the common duct, and, of course, negative . 
in malignant obstruction above the commencement 
of the common duct. It is a good general rule 
that in malignant disease the jaundice is progres¬ 
sive, and does not vary as it does in cases of 
calculi in the common duct. But there is one 
marked exception. Carcinoma of the duodenum 
involving the biliary papilla gives rise to jaundice 
at first, which may disappear and only return 
when suppurative cholangitis has supervened. 
Dr. Hale White suggested that the passage of 
blood passed per anum was in favour of malignant 
disease as against gall-stones as the cause of 
jaundice. This appears to me to be doubtful. 
Carcinoma of the colon, which may give rise to 
secondary growths and so to jaundice, is, of 
course, a cause of blood in the stools; but carci¬ 
noma of the head of the pancreas or of the ducts, 
the diseases most likely to give rise to difficulty 
in diagnosis from gall-stones in the common duct, 
very seldom give rise to blood in the stools, while 
ulceration set up by a gall-stone on its way into the 
intestines may, in rare cases it is true, give rise to 
blood in the stools. There are other rare ways in 
which gall-stones may cause melaena; for example, 
ulceration of the gall-bladder may erode the trunk 
or a branch of the hepatic artery, the blood run¬ 
ning down the duct. Another important point to 
bear in mind is that jaundice may be completely 
absent in patients who suffer from the effects of a 
large gall-stone in the common duct. The diagnosis 
may then be very difficult; here again Cammidge's 
test is extremely valuable. Thus, a member of 
our profession, who passed a gall-stone subse¬ 
quently, suffered from attacks of colic and almost 
constant diarrhoea, which, as it originally came 
on in China, lent some support to the view that 
he might have sprue. There was no jaundice, 
Cam midge's pancreatic test was positive, and 
operation was advised as he was going steadily 
downhill; this resulted in removal of another 
calculus from the common duct, and recovery. 
In another case, after removal of calculus from 
the common duct, there was no jaundice, but the 
most obstinate pruritus, which rendered social 
life almost impossible. A second operation led to 
the removal of a calculus from the common duct, 
and another from the common hepatic duct. 
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t in other cases the symptoms are gastric, and 
uch futile labour is expended on dieting. The 
xsistency of vomiting and dyspepsia in some 
cases of intermittent hepatic fever has led me to 
diagnose adhesions around the pylorus, but in 
several instances none were found at operation. 

The diagnosis between calculus in the common 
duct with severe infective cholangitis and rupture 
of hydatids into the ducts is impossible or 
extremely difficult unless the hydatids are seen. 
The only reason for any reservation is that exa¬ 
mination of the blood and detection of eosinophilia 
would point to hydatid infection, but so far as I 
know this has not been done in a case of this 
kind; further, eosinophilia is very inconstant in 
hydatid disease, and suppuration would tend to 
prevent the appearance of eosinophilia. In a case 
of suppurative cholecystitis, gall-stones were 
removed by Mr. Lawrence Jones from the gall¬ 
bladder and common duct, and the patient made 
a good convalescence only to die a month after the 
operation from a suppurating hydatid cyst in the 
liver. On the whole it seemed probable that the 
infection of the cyst was secondary to that of 
the ducts; Terrier, however, has found that leakage 
of a cyst into the ducts may give rise to gall-stone 
formation. The diagnosis of suppurative cholan¬ 
gitis from suppurative pylephlebitis is often very 
difficult; for contrary to what might have been 
expected jaundice i6 by no means a necessary ac¬ 
companiment of suppurative inflammation of the 
bile-ducts. 

Indications for surgical treatment .—The first 
question to be considered is whether if it were 
possible to diagnose the presence of latent and 
quiescent gall-stones wherever they were present it 
would be advisable to operate ? If, for the sake of 
argument, this could be effected by some modifica¬ 
tion of X rays; should a radical measure be 
undertaken and the calculi removed in the old ? 
The only justification for radical treatment of this 
kind would be: (1) To prevent any manifestations 
in the future; as, according to Kehr, one of the 
keenest operating surgeons, only 5 per cent, of 
persons with gall-stones inside them ever have 
symptoms, this would not be a justifiable pro¬ 
cedure; (2) to prevent the onset of malignant 
disease of the gall-bladder: this is a much more 
serious argument. The incidence of primary car¬ 
cinoma in latent cholelithiasis was given by 


Schoeder as 14 per cent., at Guy’s by Keay as 11 
per cent., and at St. George’s it is 4*5 per cent. 
The late Dr. Slade found macroscopic or micro¬ 
scopic evidence of carcinoma in 9 out of 16, or 
56 per cent., of the gall-bladders from patients who 
had died from the effects of gall-stones, and in 1 
out of 17, or 6 per cent., of the cases in which the 
gall-stones were latent; in the 16 other latent cases 
the gall-bladder appeared healthy to the naked * 
eye. Adding these two series of cases together it 
appears that carcinoma occurs in 30 per cent, of 
all cases of gall-stones. But it is obviously not 
fair to quote this figure as the incidence of car¬ 
cinoma in all cases of gall-stones, for in this series 
nearly half (16 out of 33) of the cases died from 
the effects of gall-stones, while, as I have said, the 
incidence of symptoms due to gall-stones in all 
persons with gall-stones is only 5 per cent. (Kehr). 
The logical conclusion from these figures is that > 
the gall-bladder should be . removed in cases 
requiring operation for the effects of gall-stones, 
and not that latent gall-stones should be removed 
if it should become possible to detect their 
presence. 

To consider now the question of surgical inter-1 
ference in cases with symptoms due to gall-stones. 

It is, of course, a truism that surgical measures 
should only be adopted when medical measures fail. 
Thus, when suppuration or perforation of the gall¬ 
bladder or ducts is suspected, there should be no 
delay in establishing thorough drainage. In the 
presence of persistent distension of the gall-bladder, 
operation is justifiable as a prophylactic measure to 
prevent suppuration due to infection. In acute < 
intestinal obstruction due to gall-stones operation 
should be undertaken at the earliest possible 
moment. When from constant pain the patient 
is becoming a morphinist operation is probably 
desirable. 

In acute biliary colic operation should never be J 
undertaken unless some complication, such as rup- 1 
ture of the duct (a very rare accident) or suppurative I 
cholecystitis, supervene. 

In recurrent attacks of ciliary colic and in inter¬ 
mittent hepatic fever, due to a floating gall-stone in 
the common duct, medical measures should be 
given a very thorough trial for a varying period, the 
duration of which should depend on the patient’s 
condition and on the results of treatment. In 
some instances, as in poor patients with whom# 
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time is a matter of great importance, operation 
may be undertaken sooner than in others. 

With regard to operative treatment, it certainly 
seems on the analogy of the vermiform appendix 
the more logical course to remove the gall-bladder* 
or, at least, to do the modified operation (Mayo’s) 
of removing the mucous membrane, which, of 
course, is the part of the organ responsible for the 
formation of gall-stones, as this course should pre¬ 
vent recurrence. Some of the most distinguished 
operating surgeons consider this both unnecessary 
and undesirable as a routine practice—unneces¬ 
sary because recurrence is said not to occur ; thus 
in 1500 operations on the gall-bladder and ducts 
there was only one recurrence (Mayo); undesir¬ 
able because removal of the gall-bladder renders 
subsequent drainage or cholecyst-enterostomy im¬ 
possible or difficult. To some degree these two 
arguments are mutually destructive, for if, asasserted, 
there be no recurrent formation of calculi, fresh 
operations should not often be required. Con¬ 
siderable discussion has taken place as to recur¬ 
rence, but it seems clear that the surgeon seldom 
sees recurrence in a case he has operated upon, 
and it is stated that many supposed examples of 
recurrence are due to incomplete removal of stones 
from the ducts in the first instance. Whatever the 
explanation, the symptoms do sometimes recur, and 
cases have been recorded of calculi forming in con¬ 
nection with sutures placed in the gall-bladder at a 
previous operation (Homan, Kehr). It is further 
stated by Mr. Mayo Robson that if the gall-bladder 
be removed the common duct undergoes a com¬ 
pensatory dilatation to store up the bile during the 
intervals of its discharge into the duodenum. This 
result, which has very rarely been seen, for Mr. 
Mayo Robson was only able to refer to three 
instances, is hardly the same as a gall-bladder, for 
it will be thoroughly flushed when bile passes into 
the duodenum, and so any catarrhal inflammation 
and resulting calculus formation should be obviated. 
Operation for the relief of constantly - recurring 
attacks of pain could be recommended with greater 
confidence if the chronically-inflamed gall-bladder 
responsible for the gall-stones was either removed 
or so treated that a recurrence of the calculi was 
put beyond doubt, and, more important still, if 
tissue so prone to be the starting-point of malignant 
disease as a chronically-inflamed gall-bladder was 
removed; it will be within your memory that of 


Dr. Slade’s sixteen cases of patients dying from 
the effects of gall-stones, nine, or 56 per cent., 
showed carcinoma! Quite recently, after these t 
remarks were given, I had the pleasure of reading 
Mr. Bland-Sutton’s new book on gall-stones and 
diseases of the bile-ducts, in which he strongly 
advises cholecystectomy. Mr. Bidwell’s case, in 
which carcinoma developed one year after drain- 
ing the gall-bladder, is quite in accord with the 
contention that cholecystectomy should be per-1 
formed. 


Mr. H. J. Waring said: You have asked me. 
Sir, to sum up the various views which have been 
expressed by the different speakers, and to make 
an attempt to draw the best conclusions possible 
from what has been said. Of course it is 
impossible for me to go through all the details 
in connection with the diagnosis and indications 
for treatment of gall-stones. Still, there are several 
points to which one might with advantage par¬ 
ticularly draw attention. First, with regard to r 
some of the remarks which were made by 
Dr. Hale White. He drew particular attention 
to the fact that as regards patients suffering from 
gall-stones, 15 per cent, of them at a later period 
of their life developed carcinoma of the gall¬ 
bladder. Dr. Hale White also admitted the truth 
of the statement which has been made by various 
authorities, and has been repeated by speakers in 
this debate, that in connection with operations for 
gall-stones not more than 5 per cent, of patients die 
as the result of those procedures. It appears to me 
that if we adopt the advice given by Dr. Hale White, 

“ that in the great majority of gall-stone cases no 
operation should be done ,” it is a very illogical con- , 
elusion. It means that we admit first of all that 
15 per cent, of patients who get gall-stones later 
develop carcinoma, and that if operation for 
removal of the gall-stones is carried out not more 
than 5 per cent, of them die. I am therefore led 
to disagree with the conclusions given by Dr. Hale 
White, and to agree with some of the later speakers 
in regard to this question of the advisability of 
operation. One of the points to which attention 
has been particularly drawn is that of leucocytosis. 

It was said that leucocytosis when present practi¬ 
cally negatived the existence of malignant disease, 
and was almost in favour of cholecystitis or some 
form of inflammation of the cystic or common ij 
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ducts. That may be true in some cases, but I do 
^ not think it is a condition of any great diagnostic 
value, because in malignant disease there is fre- 
I quently well-marked leucocytosis, which merely 

I means that the patient has malignant disease and 
probably gall-stones, and at the same time that 
, he has ulceration of the gall-bladder or bile-ducts. 
| Two cases of this kind have been operated upon by 
me during the past two years. One patient had the 
\ physical signs of gall-stones—a large swelling in 
| the region of the gall-bladder, and tenderness, as 
pointed out by Mr. Mayo Robson, in a definite 
spot. There was marked leucocytosis. An opera¬ 
tion was done, and the gall-bladder was found to 
| be the seat of extensive carcinoma. The wall of the 
gall-bladder was ulcerated through in one place, 
and this had given rise to the development of a 
localised abscess. The abscess was evacuated, the 
gall-bladder and the gall-stones removed and the 
patient recovered. She lived a year afterwards, 
dying eventually of secondary carcinoma. The 
second case was of similar kind, and had a similar 
result from an operative point of view—that is to 
say, the gall-bladder was found to contain gall¬ 
stones and purulent matter, and was the seat of 
carcinoma. The gall-bladder and contents were 
t removed and the patient is still alive and well. I 
j agree with Mr. Mayo Robson in what he said 
J respecting X rays—that is to say, X rays are of 
f practically no value in the detection of gall-stones 
f except in those rare cases where the gall-stones 
^ contain calcium salts in addition to cholesterin. 
If one takes an X-ray photograph of a patient 
suffering from gall-stones, and the gall-stones 
consist only of cholesterin, there will be no evi¬ 
dence of them as shadows upon the plate, but if 
the stones contain calcium and other mineral 
matter a shadow will be thrown by them. Among 
the other numerous clinical points one thing I 
would draw attention to is the question of external 
biliary fistula. Dr. Hale White made some 
remarks in connection with this condition, and 
led one to understand that the presence of 
external biliary fistula is of no great importance. 
I strongly dissent from that view. When it is 
present it means that the patient has a blocking 
of the common bile-duct, and should be operated 
upon. With regard to the indications for 
operation, it appears to me we ought to classify 
them in this way: (1) Indications for opera¬ 


tion when gall-stones are diagnosed as being 
present in the gall-bladder; (2) indications for 
operation when they are present in the cystic 
duct; (3) indications for operation when they are 
in the common duct; and (4) indications when 
they are present in the intestines, giving rise to 
intestinal obstruction. From my own point of A 
view, and I think the majority of speakers in this 
debate agree with me, in nearly all these cases 
operation is indicated. If gall-stones are present 
in the gall-bladder and they cause symptoms which 
are sufficient to lead the patient to consult a 
physician or a surgeon, in the majority of cases 
an operation ought to be done. To give- you a 
very good example I may quote a case. A patient 
came to me two years ago with the intention of 
having gall-stones, which had been diagnosed as 
being present in the gall-bladder, removed. She 
was seen by one of the highest authorities in 
medicine in this country, who said: “ Yes, you 
have gall-stones in the gall-bladder; I do not think 
an operation will do any good; you had better take 
olive oil and the medicine I will prescribe for you, 
and you can go back to your native land, and the 
stones will be lodged in a niche of the bile-duct, 
and you will have no further trouble.” The 
patient took that advice and returned home. She 
remained during the greater part of the ensuing 
winter on her couch or in bed, and experienced 
about the most miserable winter she had ever 
had. She came back to England in the 
following June, when I removed the gall-bladder, 
which contained a large gall-stone and was If 
ulcerated, and since then she has had many things If I 
to say about the delinquencies of the physician and J V 
the advantages of surgical interference. Hence, I 
should say that with regard to the gall-bladder, 
when gall-stones are definitely diagnosed as being 
present in that viscus and giving rise to symptoms 
which seriously inconvenience the patient, an 
operation should be done. I will speak of thej 
variety of operation which I think best presently. 

With regard to gall-stones in the cystic duct, I 
think one may say definitely that when one or 
more gall-stones are present in the cystic duct, 
obstructing its lumen and giving rise to symptoms 
which seriously inconvenience the patient, there is 
only one method of treatment which can be 
advised for the patient, and' that is, treatment by 
operation, that operation having for its object the j 
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removal of the obstructing stone, and usually the 
gall-bladder as well. 

With regard to gall-stones in the common duct, 
when they are present there, as previous speakers 
have already said, they almost invariably cause 
periodic attacks of jaundice, pain, and fever. If 
they do not tend to pass onwards into the small 
intestine then, I think, in all those cases surgical 
interference is indicated. 

With regard to the question of gall-stones being 
present in the intestine and causing symptoms of 
intestinal obstruction, when that is the case I think 
everyone will admit the advisability of that patient 
having an operation at once carried out. These, 
in my opinion, are the chief indications for opera¬ 
tion in cases of gall-stones. I have not entered 
into details with regard to the various clinical 
symptoms—that is not necessary, as they have 
been dealt with so completely by preceding 
speakers. 

I will now go back to the question of the 
particular form of operation which ought to be 
adopted for these cases. Taking the first class of 
case, where a gall-stone or gall-stones are present 
in the gall-bladder and have given rise to sufficient 
symptoms to justify the recommendation of an 
operation, the lines on which I have been in the 
habit of working for a number of years have been 
these : When the gall-bladder is exposed and it is 
found to be the seat of extensive ulceration or 
contraction, or has taken the hour-glass shape, I 
have done the operation of cholecystectomy. The 
gall-bladder is so diseased that if one treats it by 
cholecystotomy and drainage, the probability is 
that later on the patient will have a recurrence of 
gall-stones. Hence, when I find this condition of 
things I remove the gall-bladder. The cases in 
which I do not r emove the gall-bladder, but do a 
cholecystotomy and drainage, are those in which 
the gall-bladder contains one or two gall-stones, 
and there is no evidence of constriction of the 
gall-bladder or cystic duct, or of ulceration of the 
mucous membrane. In such cases I remove the 
gall-stones, and drain. 

I might refer at this point to the so-called opera¬ 
tion of ideal cholecystotomy , the operation in which 
the gall-bladder is exposed, incised, the gall-stones 
removed, and the hole in the gall-bladder after¬ 
wards closed up. I think that operation may now 
be regarded as a thing of the past. There are 




very few cases indeed in which one can with 
advantage carry that procedure out with a fair 
chance of success. There may be a very small 
percentage of cases in which it might be advocated, 
but the number is very small. In all cases where i 
the gall-bladder at the time of operation is found I 
to be the seat of carcinoma and there is no evi-1 
dence of the existence or secondary growths, there | 
is no doubt that one should perform chole-/ 
cystectomy, and one must remove the adjacent 
part of the liver if it is invaded. When a gallt 
stone has become impacted in the cystic duct ity 
almost invariably causes considerable ulceration off 
the mucous membrane, so that there is a ring or 
circle of mucous membrane which is destroyed. 

If that gall-stone is removed and the gall-bladder 
left behind, the probabilities are that the patient 
will get the cystic duct obliterated, and that later 
on a large tumour will develop which will require \ 
treatment by incision or drainage, or removal, as \ 
the case may be. So when I find that a patient f 
has a gall-stone impacted in the cystic duct I | 
almost invariably remove the gall-bladder. So 
with regard to gall-stones both in the gall-bladder 
and in the cystic duct, as a general rule I advocate 
removal of the gall-bladder, and in a few uncom¬ 
plicated cases where the gall-bladder and cystic 
duct show no sign of marked ulceration and no 
evidence of constriction I remove the gall-stones 
and drain the gall-bladder. 

Now with regard to the third class of cases, 
those in which gall-stones are present in the com¬ 
mon duct, there is practically no difference of 
opinion. When they are in that situation and do 
not tend to pass through the opening of the com¬ 
mon bile-duct into the duodenum, the only opera¬ 
tion is to expose the common duct, incise it, and 
remove the stones, and sew it up again. With 
regard to the disadvantages of the operation of 
cholecystectomy, namely that the common bile- 
duct becomes dilated, and a patient is more liable 
to get recurrence, that is not my experience. Dur¬ 
ing the last five years, in the majority of cases 
which I have had to deal with in connection with 
gall-stones I have dealt with them by removing 
the gall-bladder, and I have not seen a patient 
from whom the gall-bladder has been removed get 
recurrence of gall-stone trouble. But in two or 
three cases there has been recurrence of the trouble 
after cholecystotomy and drainage. So in that 
respect I do not agree with the remarks of Mr. 
Mayo Robson, that patients are more liable to get 
recurrence after removal of the gall-bladder than 
when the gall-bladder has been drained. 

With regard to the operation in cases in which 
intestinal obstruction has occurred, that scarcely 
comes into our discussion. But it is, of course, 
evident that whenever a patient has acute in¬ 
testinal obstruction blocking the lumen of the gut 
there is only one thing to be done, that is to say, 
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the obstruction must be removed, and if a gall-stone 
is the cause of the obstruction that gall-stone 
must be taken away. The above are the main 
points which I think it advisable to bring forward 
and lay stress upon. I have not referred specially 
to Cammidge’s test in connection with the differen¬ 
tial diagnosis, because I have not had sufficient 
personal experience to enable me to give an 
opinion which will be of any value. I have seen 
the investigations made, but at the present time I 
have an open mind on the matter. 

The Chairman invited Mr. Mayo Robson to 
make some further remarks. 

Mr. Mayo Robson : Sir, I have made some 
interesting notes, which I thought might be useful 
for future reference, especially regarding the im¬ 
portant facts which Dr. Rolleston has brought out 
concerning the careful observations bearing on the 
frequency of malignant disease in gall-stones in the 
ducts and in regard to gall-stones in the gall 
bladder. With regard to the question of the recur¬ 
rence of gall-stones after operation there have 
been some very important remarks made. Taking 
Kehr’s cases and Mayo’s cases and my own 
together, we have among us operated upon con¬ 
siderably over 3000 cases, and the universal 
experience has been that when gall-stones have 
been removed efficiently, although only chole- 
cystotomy has been done, there has been very 
seldom any recurrence. My own experience cer¬ 
tainly has borne that out, because during the early 
part of my experience from the ’8o’s until about 
the year 1900 I did not remove the gall-bladder so 
frequently as I now do. But in regard to a great 
number of these cases which I have operated upon, 
were I again operating on them I certainly should 
remove the gall-bladder, for I used at times to 
leave gall-bladders that were thickened and other¬ 
wise diseased. My rule now with regard to opera¬ 
tion really very closely agrees with what Mr. 
Waring gives as his practice. If, when I am 
operating, I find a gall-bladder containing gall¬ 
stones and the gall-bladder is not seriously diseased 
—and by that I mean not thickened—and there 
is no evidence of ulceration and no suppuration 
in it, I always leave such a bladder, and I gather 
that Mr. Waring would do the same. But if I find 
the gall-bladder is thickened or ulcerated or 
infected in any way, I remove it. And I should 
do the same whether the gall-stones were in the 
gall-bladder or in the cystic duct. If stones are 
loosely impacted in the cystic duct—that is to say, 
if they are not by their pressure producing ulcera¬ 
tion, and I can easily work them back into the 
gall-bladder, and if afterwards I pass my fingers 
along the cystic duct and do not feel any thicken¬ 
ing or any evidences of serious damage to the 
duct, I do not consider it necessary to remove 
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that gall-bladder. But if I feel thickening along the 
duct, or if I have reason to believe that the duct 
is ulcerated, I think it is of the utmost importance 
to remove the gall-bladder, because if there is an 
ulcerated duct the probabilities are that the duct 
will contract and produce , stricture, which will 1 
again, after a time, cause recurrence of pain and 
distension of the gall-bladder. There are several 
disadvantages in performing cholecystectomy as a| 
routine operation. If it should be necessary at 
any future time, because of any disease of the 
pancreas, such as interstitial pancreatitis, to drain 
the bile-ducts, it is an advantage to have a gall¬ 
bladder, as it facilitates drainage. I will give you 
an example of what occurred to me last year. A 
patient had been operated upon for gall-stones by 
another surgeon, and the gall-stones had been 
removed. The patient recovered and went 
abroad. He returned after some months, and 
began to have symptoms which were thought to be 
due to gall-stones again. These symptoms were 
especially characterised by shiverings and by attacks 
of pain closely simulating gall-stone pain, and as' 
a matter of fact I made the diagnosis of gall-i 
stones. Examination of the urine by Cammidge’sl 
test showed a distinct pancreatic reaction, and ij 
knew from that and from my past experience of 
those cases—I place great reliance on this 
reaction—that I had to deal with a case of inter-1 
stitial pancreatitis. I operated, and found that 
the common duct was pressed on and partly 
obstructed by the inflamed pancreas. The gall¬ 
bladder had fortunately been left at the previous 
operation. I opened it, and I carefully searched 
the ducts, including the common duct, but there 
were no stones in any part of the ducts—that is 
to say, the work of the surgeon had been well and 
thoroughly done. But the gall-bladder had for¬ 
tunately not been removed, and I had no difficulty 
in connecting the fundus with the duodenum by 
cholecyst-enterostomy, and the patient has com¬ 
pletely regained his health. Moreover, the drain¬ 
age of the bile-duct by passing the infected bile 
into the duodenum secured complete rest to the 
pancreas by relieving tension, and led to a cure of 
the interstitial pancreatitis. Within six weeks of 
that operation the urine was examined again and 
has been since, and there has been no further trace 
of the pancreatic reaction in the urine. I have 
had several similar examples, showing the advan¬ 
tage of leaving the gall-bladder. If the gall-bladder 
had been removed at the first operation I could 
then only have drained the common duct, as I. 
have had to do on three other occasions where 
trouble had afterwards developed in the common 
bile-duct, and in the pancreas. We must not 
forget that gall-stones form probably as frequently 
in the bile-ducts as in the gall-bladder. Choles- 
terin is secreted and formed from the mucous 
membrane, and it is as capable of forming in the 
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common duct and in the larger hepatic ducts as it 
is in the gall-bladder. So that to remove the gall¬ 
bladder does not necessarily mean that the patient 
will not have further trouble from gall-stones. 
The cholelithic catarrh, which was described by 
the late Dr. Harley and by Naunyn, who showed 
that gall-stones may form in the minutest ramifica¬ 
tions of the ducts in the liver, proves that there 
may be gall-stones formed even though the gall¬ 
bladder be removed. That is the chief reason why 
I prefer to leave the gall-bladder if it is not seriously 
diseased. In all cases • in which it is seriously 
diseased I think it is most important to remove it. 

With regard to the operation of choledochotomy, 
there is no difference of opinion among surgeons 
about removal of stones from the common duct by 
this operation. It is the operation I have done 
now in considerably over 150 cases of common duct 
disease, which is a fairly large experience. In my 
early cases of choledochotomy the mortality was 
considerable, but in my last 100 cases the mor¬ 
tality, even including very severe cases, in which the 
patients have been practically pyaemic and where 
there has been pus in the ducts of the liver, and 
where the patients had been having repeated rigors 
and were extremely ill, has been less than 3 per cent. 

I confess I cannot understand Dr. Hale White’s 
remark that patients never die from the jaundice and 
the ill-effects produced by gall-stones in the com¬ 
mon duct. I was not aware that such an idea was 
entertained by anyone until Dr. Hale White made 
the remark. I have seen a number of these cases 
where operation was not consented to and the 
patients died, therefore there is no question about 
the. matter, and I have no doubt the experience of 
everyone in this room would lead them to the same 
conclusion. Moreover, there are the secondary 
results of gall-stones—suppurative cholangitis lead¬ 
ing to disease in the liver, to suppurative pancrea¬ 
titis, and to several secondary conditions, besides 
other almost necessarily fatal complications. If ! 
patients have gall-stones in the common duct 
which do not pass, I believe the condition to be 
fatal sooner or later, and in fact I thought they 
always died until Dr. Hale White expressed his 
doubts about it. I have seen many patients die of 
the condition when operation had not been per¬ 
formed. The method which I advocated some 
years ago of raising the back by means of a pad 
under the liver, or, what I prefer, a table so arranged 
that by a little ratchet you can raise the table in 
the centre and so arch the back without trouble 
or disturbance of the patient, is a great advantage. 
And another advantage is to make the incision on 
the right of the middle line and carry it well up to 
the notch between the ensiform cartilage and the 
right costal margin. After separating adhesions 
and raising forcibly the anterior margin of the liver 
or drawing down and rotating the liver as a whole 
it is possible to bring the common duct as close to 


the surface as if you were operating on the gall¬ 
bladder. It is easy to pass the scoop up ijito each 
of the divisions in the hepatic duct in the liver and 
down to the pancreas, and a probe can be passed 
down to and through the ampulla of Vater, thus 
making a most efficient cleansing and clearing of 
the common duct and of all the other accessible 
ducts. I hear that some surgeons are using silk 
sutures for these cases; my own opinion is that if 
silk is used for sutures about the gall-bladder, and 
if any of them happen to fall into the gall-bladder, 
they are very likely to form secondary gall-stones, j 
Moreover, silk sutures are liable to infection from I 
the bile and so to lead to stitch abscesses and other 1 
troubles. In consequence of these difficulties I I 
have, for several years, used nothing but catgut 1 
sutures. With regard to the presence of leuco- 1 
cytosis, as Mr. Waring has already remarked, that J 
affords no positive evidence in diagnosing gall- 1 
stones from malignant disease, because we know that I 
many cases of malignant disease in the gall-bladder | 
and bile-ducts are associated with inflammation, I 
and that inflammation is also capable of producing L 
leucocytosis; so that there is no advantage to be • 
gained in diagnosis by the discovery of leucocytosis. 
With regard to biliary fistula, I am sure that if 
a biliary fistula develops after an operation on the 
bile-ducts those ducts have not been thoroughly 
cleared, and such a case should be operated on 
again at no distant period from the first attempt. 

I say that because biliary fistula is one of the most 
distressing consequences which can possibly ensue 
from an operation, and you will find that the 
patient is only too anxious to have the fistula 
closed as soon as possible, and it will not close 
until the ducts are cleared, or if the obstruction , 
is in the head of the pancreas, until that obstruc- X 
tion is short-circuited by a cholecyst-enterostomy. I 
In conclusion I should like to say that I have 1 
been extremely interested in the debate, and I think 1 
everyone else, as I certainly have, must have learnt I 
a great deal from it j / 

The Chairman congratulated the Society on the 
fact that the present debate had fully maintained 
the high level attained by previous ones. 

Dr. Foster Palmer proposed a hearty vote of 
thanks to those speakers who had come forward 
and done so much to elucidate the important sub¬ 
ject which was chosen. If it were correct that 
truth was evolved by conflict of opinion there had 
been plenty of it in the present debate, and the 
truth ought to have been arrived at. There was 
much healthy opposition in the discussion, and the 
general opinion seemed to be that very shortly 
operation for gall-stones would be the universal 
treatment. ^ 

Dr. Dickinson seconded the resolution and it 
was carried by acclammation. 
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THE CAUSES AND TREATMENT 
OF SUBJECTIVE NOISES IN THE EAR 
(TINNITUS AURIUM). 

By EUGENE S. YONGE, M.D.Edin., 
Honorary Assistant Physician Manchester Consumption 
Hospital and Hospital for Diseases of the Throat. 


It is probable that nearly two thirds of all aural 
patients suffer from subjective noises in the ear, 
and the number who seek relief for this condition 
is very considerable. The presence of the noises 
may affect the patient’s health and spirits to a 
notable extent, especially if his nervous system 
be depressed below the normal standard, and, if 
intense and prolonged, they may disturb his mental 
and moral equilibrium to such an extent as to 
drive him to seek Nirvana in self-destruction. The 
treatment of aural tinnitus is but too often unsatis¬ 
factory, and a certain proportion of cases resist all 
attempts at cure or even improvement. On the 
other hand, in some instances the condition ad¬ 
mits of complete removal, while in many of the # 
remainder an amelioration can be brought about 
by the exercise of a judicious eclecticism in the 
matter of remedial measures. For these reasons 
it appears to me that a useful risumt of some of 
the more important and recent observations which 
have been made, may not be without a practical 
interest. 

Subjective sensations of sounds are generally 
referred to the ear, and not to the external world, 
whereas subjective visual sensations always appear 
to be , of outside origin. Sir William Gowers (1) 
considers that the reason for this distinction pro¬ 
bably lies in the circumstance that, so far as 
sounds are concerned, the apparent source from 
which they arise is largely a matter of mental 
inference. The noises appear to be external in the 
first instance, but their persistence convinces the 
patient—assuming that his ordinary logical faculty is 
not impaired by mental disease—that they cannot 
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be. Yet in certain cases a subjective noise, if it 
resembles some familiar sound, will delude even a 
sane individual. Thus, in an instance reported by 
this observer, a girl, who frequently perceived a 
subjective sensation resembling two or three taps 
on a door, was frequently unable to resist the , 
tendency to call out ‘come in,’ although previous | 
experience had taught her that her auditory appa- 
rat us was liable to play a trick of this description. 

It appears probable, indeed, that many hallucina¬ 
tions of sound in insane people are referable to an 
inability to arrive at a correct mental inference as 
to a subjective noise from which they may suffer. 
That this is so may be gathered from the observa¬ 
tions of Redlich and Kaufmann (2), who have found 
that hallucinations of sound occurring in these 
patients are frequently associated with definite 
pathological changes in the external, middle, or 
internal ear. Moreover other observers have noted 
that the cure of such conditions often results in 
the disappearance of the hallucination. 

Nature of the Symptom . 

The sensation of aural tinnitus is referable to an 
irritation of the expansion of the auditory nerve in 
the labyrinth, to an irritation of the nerve itself, or 
the auditory centres in the brain. It is produced 
either by local disease of the ear, or it may be 
reflex, being conveyed along certain of the cranial 
or spinal nerves to the auditory nerve. Perhaps 
. the commonest path by which extra-aural irritation 
reaches the ear is by the fifth nerve, the starting- 
point being the mouth and gums (as in disease of 1 
the teeth), or the nose and pharynx. 

There is a peculiar symptom, resembling ordi¬ 
nary tinnitus, which has been labelled “entotic 
tinnitus.” The former is purely subjective and is 
independent of external sound, whereas the latter 
is objective and depends on sounds occurring in 
structures contiguous to the ear. Of this character 
are the venous hum of which anaemic patients are 
sometimes conscious, and the pulsating noises 
which certain other individuals may notice. Also, 
the movements of air and mucus—riles—in the 
middle ear and Eustachian tube, or the contraction 
of the tubal muscles may give rise to sounds which 
are perceived # by the patient. Ectotic noises may 
also, in some instances, be audible to the surgeon, 
either with or without the employment of the 
auscultation tube. 


Localisation and Intensity. 

The localisation of subjective noises is either in 
the ear itself or in the head; or the sounds may 
seem to extend from the ear to various parts of the 
head. Noises referred to the former region may be 
present in both suppurative and non-suppurative 
disease of the middle ear, and they are often 
! described as of a singing, whistling or hissing 
character, and occasionally as of a musical tone. 
Pulsating sounds referred to the ear are due, as 
mentioned above, to extra-aural conditions, and 
may be assigned either to some abnormal condi¬ 
tion of the cardio-vascular system, or to some fault 
of bone-conduction, which allows the patient to 
become conscious of the sound of the heart’s beat. 

Tinnitus, which is referred to the head, is due 
either to disease of the ear or to some affection of 
the brain. In aural disease it is usually fairly 
constant in intensity, is often of long duration, and 
is generally described as being of a hissing or sing- 
j ing character; but the various sounds of which 
these patients may be conscious are almost innu¬ 
merable. Tinnitus of cerebral origin may occur 
as an early sign of mental derangement; also, 
according to a number of observers, it is a frequent 
forerunner and premonitory sign of an apoplectic 
attack (Itard, Oppolzer, Andral, Nothnagel and 
others). In those instances in which the subjective 
noises are associated with commencing mental 
derangement the character which they usually 
assume is that of human voices or of musical 
melodies. Yet, in a considerable number of cases, 
patients whose sanity could not be impeached 
have persistently experienced sensations of this 
description. Thus, they may affirm that the noises 
take the form of human voices, and that words or 
sentences are distinctly perceived; or the cries of 
animals are stated to be heard. Professor Huxley 
has related that “in reading books written by 
persons with whom I am acquainted I am some- 
1 times tormented by hearing words pronounced in 
the exact way in which these persons would utter 
them, any trick or peculiarity of voice or gesture 
being also very accurately produced.” 

As an example of subjective noises resembling 
sounds made by animals, I may mention the case 
of a patient recently under my care, who was sent 
to me by Dr. Frederic Rawlings, of Manchester, 
for a high degree of deafness, due to a catarrhal 
adhesive process in the middle ear, with impermea- 
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bility of the Eustachian tubes the result of stric¬ 
ture. The subjective noises consisted in a series 
of sounds exactly resembling the crow of a cock, 
the characteristic staccato prelude and the conse¬ 
cutive sostenuto movement being faithfully repro¬ 
duced. The sounds were referred to the head and 
not to the ear, and were stated to be present only I 
in the day-time, when, however, they were repeated 
at frequent intervals. The passage of a series of I 
Eustachian bougies, together with the inflation of 
the middle ear, was * followed by the temporary 
disappearance of the noises and an improvement 
in the hearing power. I 

Politzer (3) considers that the sensation of hearing j 
articulate human voices is, as a rule, of more 
serious import as a prognostic of mental disease 
than the impression of musical melodies. He 
describes the case of two English ladies who con¬ 
stantly heard the melody of “God save the Queen,” 
and in one of which the sensation disappeared 
after several weeks as a result of the treatment of 
a middle-ear catarrh. Another instance was that 
of an elderly man who had become moderately 
deaf in consequence of otosclerosis, but who sought | 
relief principally on account of the annoyance ] 
caused by the repetition of an Ambrosian church- I 
song, whrch had continued uninterruptedly for 1 
months and which he had not heard in reality j 
since his childhood. Hartmann (4) mentions the | 
case of a lady suffering from deafness due to ad- ] 
vanced labyrinthine disease, who for a long period 
heard the most exquisite melodies, many of which , 
were well known to her. After a time they began j 
to mingle and clash together as if played by con¬ 
tending orchestras, and a distressing discord was | 
created. 

The intensity of tinnitus, as well as the pitch, is 
subject to variation, the mutability depending to > 
some extent on the aural disease, but more parti¬ 
cularly on external influences and the general ! 
condition of the patient. Such factors as changes 
of weather and temperature, great heat, draughts, ; 
and other conditions, may influence it, and the 
sounds are usually more annoying when the patient [ 
is by himself in a quiet room, or at night before 
going to sleep. On the other hand, when the 1 
attention is distracted, or when there are marked 
objective noises, the symptom is frequently masked. | 
In some rare instances, however, the subjective 
noises remain in obeyance when there is silence, 


whereas a continuous loud noise leads to their 
production. Sir William Gowers (1) relates the case 
of a clergyman, aet. 54 years, who at the age of 
fifty began to suffer from deafness, tinnitus, and 
vertigo. The tinnitus, when it was present, was 
of a continuous character, but was slight or absent 
when there was external silence, and it was excited 
by any loud sound of more than a brief duration. 
The mere effect of the music at his church services 
was sufficient to induce a sensation of hearing 
which he compared to “the blowing off of a full 
head of steam in a locomotive.” If he retired to a 
silent room the noise gradually lessened and finally 
disappeared in about two hours. He was recom¬ 
mended to relinquish his duties for a time and to 
obtain immunity as far as possible from external 
sound, and this measure was followed by great 
amelioration of the subjective noises. 

The tinnitus and other disturbances of hearing 
which may be brought about by the excessive use 
of the telephone are chiefly, but not entirely, refer¬ 
able to the action of sound. Blake (5), Gelle (6), 
Lannois (7) and others have made observations on 
this point, and it appears that the aural symptoms 
which are most frequently noted are a painful 
perception of noises, together with subjective sen¬ 
sations of sound, and a diminution in the hearing 
power. 

It is not possible in these remarks to make 
more than a brief reference to the curious anomaly 
of hearing known as diplacusis , in which certain 
tones, or in some instances all sounds, are heard 
twice, either simultaneously (in which case they 
may appear to come from two different directions), 
or one following the other in the guise of a faint 
after-tone or echo. The condition- has been ob¬ 
served in acute otitis media, in serous middle-ear 
catarrh, and in chronic middle-ear suppuration. 

With regard to the occurrence of subjective 
noises in children, it may be said that although 
they suffer so frequently from aural disease any 
complaint of such noises is but rarely elicited. 


Causes . 


The causes of aural tinnitus are very numerous. 
Although the symptom is relatively common in 
chronic suppurative processes in the middle ear, 
the most usual etiological conditions are chronic 
adhesive processes and otosclerosis, and in the 
last-named’ disease especially, it is an early sym- 
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ptom and frequently a distressing one. Tinnitus 
may, of course, result from any condition which 
causes increased pressure in the labyrinth, such as 
obstruction of the Eustachian tube and accumu¬ 
lations of mucus, pus and masses of epithelium 
in the tympanic cavity. Also collections of wax 
and epidermis in the external auditory meatus and 
the presence of polypi and granulations may all 
lead to subjective noises. 

In addition to the causes just mentioned it is 
well known that certain medicinal substances may 
induce both deafness and tinnitus, especially 
quinine, the salicylates and antipyrin. The deaf¬ 
ness caused by these drugs usually passes away 
before the tinnitus, which may persist for weeks or 
months. Their administration to patients with 
normal ears will cause no permanent ill-effects, but 
it appears highly advisable in the case of patients 
suffering from chronic non-suppurative diseases of , 
the ear to exercise great care in prescribing them, as j 
an effusion into the labyrinth may be caused which 
would materially increase the aural trouble. Weber- 
Liel (8) points out that when disturbances of 
hearing follow the use of these drugs they last 
much longer and may even become permanent in 
patients subject to ear disease. Kirchner (9) has 
made some experimental observations on animals, 
which appear to indicate the manner in which 
auditory disturbances may be produced by these 
agents. After administering quinine (1 gramme) 
and sodium salicylate (2 grammes) to rabbits, he 
found ecchymoses in the mucous membrane of the 
tympanic cavity and the vestibule, which seems to 
suggest that the clinical phenomena which are ob¬ 
served are not due to a direct toxic effect on the 
organ of hearing but to a disturbance of blood- 
pressure. The abuse of alcohol and of tobacco 
may also lead to the production of subjective 
noises, combined with a certain degree of deafness. | 
In these instances there is apparently the dual , 
condition of a local irritation affecting the mucous 
membrane of the upper air-passages, and the 
general toxic influence on the system. The naso¬ 
pharynx and Eustachian tube may participate in 
the general catarrh, and, as a consequence, catarrhal j 
otitis media may be set up and thus account for 
the symptoms, at any rate in part. On the other 
hand Moss suggests that when there is deafness 
and tinnitus referable to tobacco, the condition is 
due to a chronic neuritis of the auditory nerve, 


analogous to tobacco amblyopia. Alt (10) has 
also observed alcoholic neuritis of the auditory 
nerve in a case of alcoholic multiple neuritis. 

In the absence of any obvious or very probable 
cause, the etiological factor may to a certain extent 
be differentiated by observing whether the sub¬ 
jective noises are variable or constant; whether 
they are influenced by atmospheric changes—the 
patient in some instances becoming deafer in moist 
weather—and whether the sounds are affected by 
artificial ventilation of the tympanum. When the 
tinnitus is variable or occasional, the immediate 
cause may be suspected to be Eustachian obstruc¬ 
tion, leading to increased intra-labyrinthine pres¬ 
sure. When, on the other hand, the noises 
are continuous and not influenced by weather 
changes, or by artificial ventilation of the tympanum, 
the probabilities are in favour of the condition 
being due either to cicatricial contraction of con¬ 
nective-tissue formations within the middle ear, 
which causes a permanent augmentation of the 
intra-labyrinthine pressure, or to a secondary laby¬ 
rinthine affection (Kerr Love). 

Although tinnitus may be associated with chronic 
suppurative disease of the middle ear, it is, as 
already mentioned, more usual to find the symptom 
I in connection with catarrhal adhesive processes and 
I with otosclerosis. In uncomplicated cases of the 
1 catarrhal disease the symptom in the earlier stages 
is, as a rule, neither constant nor troublesome; but 
as the disease progresses it may acquire a distres¬ 
sing intensity and may become practically contin- 
, uous, especially if the disease should be complicated 
with otosclerosis. In pure otosclerosis tinnitus is 
a precocious symptom, and may force itself on the 
patient’s attention even before the deafness is 
noticed. The prognosis is very unfavourable, since 
the tinnitus tends to increase and may finally 
become an unbearable annoyance. 

Time does not now permit me to discuss the 
interesting question of the cause of the tinnitus 
which may be noticed in connection with gradual 
changes and variations of the atmospheric pressure, 
such as occurs in balloon ascents and in mountain 
climbing. It may, however, be mentioned that it 
is not at all obvious, as Friedrich has pointed out, 
that the variations of pressure between the external 
and middle ear are, as usually considered, the 
whole fans et origo mali; for the clinical picture of 
I mountain sickness in which marked circulatory 
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phenomena predominate, and are associated with j 
flashes of light, and subjective noises in the ears, j 
suggests that the ocular and aural disturbances are 1 
due to circulatory phenomena rather than to altera- J 
tions of the special sense organs. 

Association with Deafness and Vertigo. 

The relationship of tinnitus to diminution in the | 
hearing power is a variable one. The noises in 
many instances increase with the deafness; in 
other instances they cease when the patient be¬ 
comes deaf, while in a third group of cases they 
continue to increase after the loss of the hearing 
power. Although the symptom is, generally speak¬ 
ing, a prominent one in labyrinthine disease, it 
may be absent in affections of the labyrinth and of 
the auditory nerve, which, clinically, are very severe; 
and, conversely, tinnitus may be present, and may 
even persist throughout the lifetime of the patient 
without labyrinthine or middle-ear disease, and 
without the occurrence of any diminution of the 
hearing power. This variety, designated as “ ner¬ 
vous tinnitus,” is observed mostly in nervous ex¬ 
citable individuals who have suffered from severe 
emotional disturbance, from physical exhaustion, 
from anaemia or other depressing conditions. 

Aural vertigo is usually associated with tinnitus, 
and a gradual increase of the noises often precedes 
the attack of giddiness. Sir William Gowers (1) 
considers it may be inferred that the vertigo is 
referable to the coincident affection of the semi¬ 
circular canals by the same morbid process which, 
in the cochlea and the vestibule, gives rise to the 
subjective sounds. If attacks of vomiting are 
superadded to the foregoing symptoms the triad 
(giddiness, tinnitus and vomiting) is known, of 
course, as “ Meniere’s symptoms.” 

Prognosis. 

The prognosis depends on the cause of the 
tinnitus and on its duration. When the subjective | 
noises are due to diseases of the external ear, to | 
acute inflammations of the middle ear and to 
secondary catarrhs, the prognosis may be con¬ 
sidered to be favourable. On the other hand it is 
unfavourable in otosclerosis, in severe labyrinthine 
disease, in cerebral cases, and in instances of 
incurable impermeability of the Eustachian tube. 
Pulsating tinnitus, if it has persisted for any con¬ 
siderable length of time, is also unlikely to prove 


amenable to treatment (Politzer). With reference 
to the duration of the symptom as a guide in 
prognosis, it may be said that the outlook in 
instances of temporary or occasional subjective 
noises is favourable, whereas when the noises arts 
continuous it is unfavourable. 

The bearing of the existence of tinnitus, in a 
given instance, on the question of life assurance 
may be briefly mentioned. In uncomplicated 
cases it is of importance only in certain individuals, 
namely, those of a decidedly neurotic type, more 
especially if the intensity or persistence of the 
subjective noises be marked, for there exists in 
such cases the possibility of suicide. When the 
sounds assume the character of articulate human 
voices there is always the possibility of an ap¬ 
proaching attack of insanity to be considered. 


Treatment. 

The number of remedies which have been pro¬ 
posed for the relief of this condition is to some 
extent an index of the difficulties which have been 
experienced in its treatment. At the same time it 
is obvious that, for the relief of a symptom which 
may depend on such a variety of causes, no one 
remedy would be likely to be capable of giving 
relief in all cases, and the primary treatment must 
therefore, of necessity, be causal. In conjunction 
with treatment specifically directed to the cause 
(which will, of course, include the correction, not 
only of abnormal conditions in the ear, but also in 
the nose and naso-pharynx) certain special mea¬ 
sures may be adopted. These may be grouped 
under the respective headings of Local treatment. 
Internal remedies , and General constitutional mea¬ 
sures. 

Local treatment. —An endeavour may be made 
in the first instance to reduce the intra-labyrinthine 
pressure by inflating the middle ear, either by 
Politzer’s method or through the Eustachian cathe¬ 
ter. This measure may be supplemented by rare¬ 
faction of the air in the external auditory meatus 
by means of Delstanche’s rardfacteur or some 
similar apparatus. It is impossible to predict the 
effect of inflation and rarefaction in a given case. 
On the one hand the noises may disappear for 
ever, whilst on the other they may be 1 unaffected 
and continue to be as troublesome as before. 
Between these two extremes there are numerous 
gradations; but even in those instances, by no 
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means rare, in which marked relief is afforded, the 
improvement, which is most noticeable immediately 
after the application of these methods, has a ten¬ 
dency to cease after a longer or shorter period, and 
the noises may return, although their intensity then ; 
is usually diminished. In certain instances, also, 
an improvement is noted at first, but the condition ; 
later becomes aggravated, or fresh noises may 
even be superinduced owing to the treatment ! 
having been continued too long. It follows from j 
this that it is a safe rule to discontinue this form I 
of treatment as soon as improvement in the 
tinnitus and deafness is no longer noted, and, 
moreover, to abstain from persevering with it in 
the first instance, if, after a preliminary application, 
there is a diminution in the hearing power and an j 
increase of the subjective noises. In those cases • 
in which inflation, while not causing these un¬ 
desirable effects, does not materially lessen the 
tinnitus, Politzer advises the injection of medicated 
solutions into the middle ear through the Eus¬ 
tachian catheter, and in my own experience the 
injection of a few minims of (warmed) sterilised 
liquid vaseline has been found to have a very j 
appreciable effect in diminishing the tinnitus in I 
some instances in which the application of the | 
air-douche alone had failed. The solutions especi¬ 
ally recommended b,y Politzer are muriate of j 
pilocarpine (6-8 drops of a i per cent, solution), 
or sodium bicarbonate (8-10 drops of a { per j 
cent. Solution). But my experience of the special 
treatment of tinnitus by the introduction of vapours 
into the middle ear has not been very encouraging, 
though the method is recommended by Gruber and 
others. The vapour of such agents as acetic ether 
(as recommended by Kramer) sulphuric ether, 
iodide of ethyl (Politzer) or chloroform (Rau) 
may be employed. 

Counter-irritation behind the ear, although not 
so much recommended now as formerly, may be 
of value in recent cases. It may also be tried 
when the persistency of the symptom has become 
unbearable. An alleviation of the subjective noises 
may also be produced (especially when the meatus 
is dry and void of secretion) by painting the 
cartilaginous meatus with a medicated glycerine 
solution.*, 

Internal remedies .—It is probable that sodium 

♦ ft. Tincturae valerianae gr. xxx, etheris acetici n\xxii, 
glycerine puri 5v, S. et M. Sig. Apply with a brush. 
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bromide (15-60 gr. daily) is the most generally 
serviceable drug for the relief of tinnitus, and it is 
especially indicated when the noises are intense, 
when they have led to marked sleeplessness, and 
are beginning to produce an effect on the patient’s 
nervous system. Hydrobromic acid, originally 
recommended by Woakes, is often stated to be 
ineffectual, but it appears that in Woakes’ original 
communication he merely claimed that it would, 
in many cases, relieve pulsating tinnitus—a conten¬ 
tion which has, I think, been to some extent borne 
out by clinical experience. Iodide of potassium is 
recommended for the tinnitus of otosclerosis and 
for that associated with aural affections secondary 
to constitutional syphilis. In the former condition, 
however, it has appeared to me that the cautious 
administration of phosphorus has been of more 
general value than the administration of the iodide ; 
but it is quite possible that other observers, with a 
larger experience, may have come to a different 
conclusion. Strychnine is a useful remedy in the 
catarrhal adhesive processes, both for the tinnitus 
and the deafness. 

Thiosinamine has, comparatively recently, been 
strongly recommended by McCullagh (n) for the 
relief of tinnitus, and he considers that it is, on the 
whole, the most valuable drug we possess for this 
purpose. The employment of the substance in 
aural cases is based on its property of softening 
new-formed connective tissue, and the most strik¬ 
ing results are obtained in catarrhal adhesive 
processes in the middle ear. It is necessary’ to 
combine it with local mechanical treatment, such 
as inflation and rarefaction, to administer it in 
some instances fora prolonged period, and to with¬ 
hold it in those'cases in which it is not desired to 
soften protective scar tissue in other organs. The 
dose is 1-3 gr., and it may be administered three 
times a day. McCullagh reports, amongst other 
cases, 31 instances of chronic catarrhal otitis media 
in which tinnitus was a more or less prominent 
symptom. Of these 15 where cured, 7 much im¬ 
proved, 4 improved, and in 5 there was no improve¬ 
ment. 

Pulsating noises , whether associated with cardiac 
lesions or not, are often markedly alleviated by 
digitalis or strophanthus, and in some instances, as 
already indicated, by hydrobromic acid. The 
valuable observations of Dundas Grant (12) on 
compression of the vertebral arteries in relation to 
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pulsating tinnitus are well known. As the result 
of submitting the hypothesis, that pulsating tinnitus 
was frequently referable to labyrinthine congestion, 
to the test of experiment, by which it was con¬ 
firmed, he was enabled to contribute a useful 
palliative measure for the relief of the condition in 
question. When it is desired to apply the method, 
pressure is exerted by means of the finger and 
thumb in the sub-occipital triangle on both sides. 
Weil (13) mentions, in connection with a case of i 
pulsating tinnitus, that a constant moderate pres¬ 
sure on the vessels of the neck caused considerable 
diminution of the noises and consequent relief to 
the patient, so that she was in the habit of wearing 
high, tight collars, on account of the increased 
comfort which was thus produced. 

Severe paroxysmal noises are sometimes relieved, 
when other remedies have failed, by the “ tone- 
treatment ” proposed by Lucae (14) in 1884. It is 
based on the observation that subjective sounds, 
especially if they are of a musical character, are 
often notably influenced by objective sounds pro¬ 
duced by a tuning-fork, provided that the objective 
tones are at a distance from the former in the 
musical scale — higher or lower in the gamut as 
the case may be. The treatment is carried out by 
placing the end of the appropriate tuning-fork in 
the external auditory meatus or by using a resonator 
fixed in the orifice of the ear to intensify the 
sounds. 

For cases of entotic tinnitus , due to spasm of the 
tubal muscles, Lermoyez (15), in a recent com¬ 
munication, advises the restriction of the amount 
of salt taken with the food, as he considers that 
chloride of sodium acts as a veritable poison in 
provoking muscular spasm in such cases. 

The writer has had no experience of electricity 
for the treatment of subjective tinnitus, but judging 
from the obiter dicta of a number of authorities, it 
would seem to be but rarely effectual in causing the 
noises to disappear. 

General constitutonal measures. —A change of 
air has in some instances a favourable influence on 
subjective noises, and in conjunction with it the 
effect of iodide baths may be tried, as recom¬ 
mended by Lippik and others. A temporary 
residence in a health-resort, which is situated at a 
high altitude, may result in a marked amelioration 
of the symptom, and Schwartze (16) considers that 
“ many persons with incurable middle-ear sclerosis 
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experience relief during a protracted stay in high 
Alpine health-resorts, on account of their freedom 
from the distressing tinnitus aurium and the 
marked improvement in the hearing.” 

Finally, it is obvious that, whatever form of treat¬ 
ment be adopted, it is highly advisable for the 
patient to avoid anything which is likely to increase 
the subjective noises. Thus, in addition to the 
injunction to lead a regular life, the avoidance of 
any excessive physical or mental exertion and the 
limited use of alcohol and tobacco may appro¬ 
priately be recommended. 

Operative treatment. —The treatment of tinnitus, 
in severe and recalcitrant cases where the symptom 
is exercising a profound effect on the nervous 
system of the patient, and where, perhaps, suicidal 
tendencies are being exhibited, becomes a very 
serious question. Bryant (17), of New York, con¬ 
siders that “ in cases of grave tinnitus any means 
of alleviation, no matter how severe or how great the 
risk, are justifiable.” He advocates the intra-dural 
section of the eighth nerve in properly selected 
cases. The selection of the cases is of the utmost 
importance, and it is necessary to be as certain as 
possible that the tinnitus is peripheral and not 
central in origin. It may be of interest to briefly 
summarise the operative measures (omitting ligation 
of the carotid) which have been undertaken of 
recent years, for grave cases of this distressing con¬ 
dition. Milligan (18), in 1900, published the 
records of three cases of chronic catarrhal con¬ 
ditions in the ear, associated with tinnitus. The 
treatment consisted of the radical mastoid operation 
and the removal of the stapes. The first case was 
unsuccessful, so far as the tinnitus was concerned; 
the second case was a complete cure, and the third 
a relative success, as the subjective noises were 
considerably reduced. Ballance (19) published, 
in 1900, an account of the removal of the semi¬ 
circular canals for suppuration. The tinnitus 
which had been complained of entirely ceased. In 
1903 Krause (20) published the report of a case 
of section of the auditory nerve, in which there was 
recovery from the operation but in which death 
occurred subsequently from pneumonia. In 1904 
Lake (21) reported an account of the removal of 
the semicircular canals for vertigo, which was 
cured, although the tinnitus, which had accom¬ 
panied it, remained. R. H. Parry (22) reported, 
in 1904, an instance of division of the auditory 
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nerve, which was undertaken for tinnitus and ver- | 
tigo ; the tinnitus was considerably relieved but the j 
vertigo was uninfluenced. Subsequently Armour ! 
divided the auditory nerve in a case of tinnitus j 
with an eminently successful result. In 1905 j 
Wallace and Marriage (23) reported an instance of 
section of the auditory nerve. The tinnitus was 
relieved, but death occurred in three weeks. In ; 
1905, also, Lake (24) published a case of severe 1 
tinnitus and vertigo, in which he removed part of j 
the cochlea, the external wall of the vestibule and 1 
the external semicircular canal, with complete 
relief of the vertigo and an almost total cessation 
of the tinnitus. 
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CHRONIC URETHRITIS. 


A Clinical Lecture delivered at the West London Hospital. 

By JOHN PARDOE, M.B., F.R.C.S., 
Casualty Surgeon to the Hospital and Senior Assistant 
Surgeon to St. Peter’s Hospital. 


Gentlemen, —I was asked some time ago to speak 
to-day about the treatment of chronic urethritis. I 
think some of you attended my lectures on venereal 
diseases and possibly you will not mind a repetition 
of some remarks I then made. I do not think any 
apology whatever is needed for talking to you about 
this subject, because at the present time sufficient- 
notice is not taken of it. When you consider that 
after all most men will not have sexual intercourse 
when suffering from acute urethritis, it necessarily 
follows that the great majority of infections must 
take place through chronic urethritis, or as the 
result of a slight gleet which has persisted for a long 
time. . Most out-patients in hospital will admit to 
you that perhaps a short time before coming to you 
they have had sexual intercourse. The question of 
the infection of women from these chronic dis¬ 
charges is so serious that sufficient importance 
cannot be attached to it. When the man with a 
very slight morning drop is permitted to marry 
there is the greatest danger that he will infect his 
wife, and in such a case the happiness, and possibly 
the home, of these young people is absolutely 
wrecked through the deterioration of the wife’s 
health and the intolerable condition of chronic 
suffering which may result. 

In considering chronic urethritis we must first 
have a clear idea of what we mean by that term. 
An average case of gonorrhoea gets well in from 
six to ten weeks’ time with ordinary simple treat¬ 
ment. But there is a proportion of cases of 
gonorrhoeal infection—some writers put it at 
40 per cent., though that, I think, is too high— 
where the infection persists, not for six or ten 
weeks, but for six or ten months, and sometimes 
for years. The symptoms in many cases are very 
slight. Sometimes there are no subjective sym¬ 
ptoms whatever, and the only objective sign may be 
a small stickiness or mucous drop to be seen on 
squeezing the urethra on rising in the morning. 
This drop in many instances does not contain 
gonococci. Yet if you excite the urethra by the 
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injection of a fairly strong solution of silver nitrate 
it sometimes happens that gonococci appear in the 
rather freer and more purulent discharge which 
results from the use of the injection. I think we 
may say that if a urethritis lasts for more than ten 
weeks or so we may call it chronic urethritis or gleet. 

It must be obvious that the first essential to 
successful treatment of any diseased condition is a 
correct diagnosis, and I propose to show you how 
any practitioner without special and elaborate 
apparatus can make a fairly accurate diagnosis of 
the extent of the urethritis; in other words, how 
much of the urethra is infected, and whether or no 
the various adnexa to the urethral canal have 
escaped infection also. 

Allow me to remind you of a few simple anatomical 
considerations which have a very direct bearing on 
this question of diagnosis. Upon the blackboard 
I have drawn this rough diagram of the genito¬ 
urinary passages. The urethra in most text-books 
is described as consisting of several portions. For 
the purposes of clinical diagnosis you may divide | 
the urethra into two portions only, namely, the 
anterior and the posterior urethra. You will re¬ 
member that the triangular ligament has an upper 
and a lower layer, both of which are pierced by the 
urethra. The portion of urethra lying between 
the bladder above and the inferior layer of the 
triangular ligament below may conveniently be 
called the posterior urethra. That portion of the 
urethra which extends from the inferior layer of the 
triangular ligament to the meatus may be called the 
anterior urethra. The reason for this clinical divi¬ 
sion of the urethra into two parts is that between 
the two layers of the triangular ligament the urethra 
is embraced by the compressor urethrae muscle 
which normally is in a state of continuous con¬ 
traction, thus shutting off all that portion of the 
urethra in front of the inferior layer of the tri¬ 
angular ligament from that part which is behind. 
Thus the anterior urethra consists of the penile and 
bulbous portions, while the posterior urethra con¬ 
sists of the membranous and prostatic portions of 
the canal. Into the anterior urethra you have 
opening the ducts of Cowper’s glands, while into 
the posterior urethra open the ducts of the prostatic 
follicles and the common ejaculatory ducts. Ac¬ 
cording as the infection is limited to the anterior 
urethra or has extended to the posterior urethra, 
and what I have termed the urethral adnexa, so 


j must our treatment be varied. I have told you 
| that the compressor urethrae completely shuts off 
the posterior from the anterior urethra and any 
I urethral injection given in the ordinary way will 
fail to reach the posterior urethra at all. So that 
| if the infection is in the posterior urethra the injec¬ 
tion which has been given might, for all practical 
purposes, be poured out of the window, for the 
, anterior urethra will be infected again and again 
! from the untreated posterior portion of the canal; 
j and yet until quite recently the only treatment in 
addition to giving drugs by the mouth which has 
been considered necessary has been to ring the 
changes upon all kinds of anterior injections, none 
| of which have reached the posterior urethra. You 
will therefore see that our first effort must be de¬ 
voted to discovering whether the infection is limited 
to the front portion of the canal or has penetrated 
deeper. 

. Let us take a supposititious case of chronic gleet. 
A patient will come to us saying that he has had, 
off and on, for some months a slight discharge, 
usually only noticeable in the morning. The first 
thing to do is to tell that patient to hold urine for 
as long as possible, preferably all night, and to 
come to you the first thing in the morning. You 
then wash out the anterior urethra with plain boiled 
water with one of these urethral irrigators. An 
i ordinary irrigator holds a quart of fluid and should 
I be suspended four or five feet above the patient. 

! To it should be attached a rubber tube six or seven 
I feet long and to the tube the irrigator nozzle is 
I attached. The best type of nozzle is supplied with 
! a shield, so that the fluid is kept from splashing on 
| the patient’s or surgeon’s clothes. The pattern 
which I habitually use is known as Wyndham 
Powell’s urethral irrigator. It is made of glass and 
has a detachable glass nozzle and can be boiled 
complete. For this test the patient can stand and 
drop the trousers below the knee, or if nervous and 
excitable he should be allowed to lie down upon a 
couch. First wash off any secretion which may be 
attached to the glans penis; then gently insert the 
conical nozzle of the irrigator within the meatus, 
not using such pressure as to completely block the 
meatus. By compressing the irrigator tube between 
your thumb and forefinger you can graduate the 
strength of the flow to any desired extent. Gradu¬ 
ally press the nozzle a little further in and you will 
feel with the fingers of your left hand that the 
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urethra is ballooned by the fluid. By withdrawing 
the nozzle a little you allow the fluid to rush out, 
and by repeating this blockage and release of the 
meatus you will alternately fill and empty the 
anterior urethra. In most men the compressor 
urethrae is strong enough to prevent the fluid flow¬ 
ing beyond the bulb, and by the manoeuvre which 
I have just described you will wash out simply the 
anterior urethra. Put all the washings so obtained ; 
into a long, conical, specimen glass. Now allow the 
patient to pass urine in two portions into two separate 
glasses. The anterior urethra having been washed 
clean, anything which comes in the urine must come 
from behind the compressor urethrae, that is to say 
from the posterior urethra and bladder. In the first 
of your two specimens of urine you will naturally 
have bladder contents and the contents of the pos¬ 
terior urethra. In the second specimen of urine you 
will only have bladder contents, for the first micturi¬ 
tion will have washed out the posterior urethra. 
Therefore you have three glasses; in the first the 
washings from the anterior urethra, in the second 
the washings from the posterior urethra in the first 
specimen of urine passed, and in the third, urine 
from the bladder uncontaminated by urethral con¬ 
tents. This is known as the three-glass test, and 
although somewhat rough the method is, on the 
whole, very satisfactory in giving you information as 
to the extent of the urethral infection. 

Having made this test the next step is to palpate 
the urethra from end to end with your finger. The 
glands of Littr£, if infected, can very often be felt 
as small shotty bodies. To examine the glands of , 
Cowper one finger should be placed in the rectum 
and the other finger upon the perineum. Between 
the two fingers an enlarged Cowper’s gland can 
sometimes readily be felt. The prostate and the j 
prostatic urethra should carefully be palpated, as 
also should the seminal vesicles. These latter are 
usually well within the reach of a forefinger of 
average length. To examine them it is best to place 
the patient in the knee-elbow position. The vesicles 
do not, as is so often stated and figured in text-books, 
run vertically upwards from the prostate, rather 
do they lie slightly obliquely upwards and outwards 
along the upper edge of the prostate. The healthy 
seminal vesicle is often not to be felt by the 
finger, but if chronically inflamed and distended it 
is very readily felt by rectal examination. 

Instrumental examination of the urethra gives 


us most valuable information. For my part I 
always use the urethroscope for any new case of 
chronic urethritis which comes before me, for by 
its aid you are enabled to detect # local areas of 
infiltration, the earliest stage of stricture, and infec¬ 
tions of the glands of Littrd and of the lacunae. 
And now that I am mentioning the urethroscope I 
will show you the two types which I think you 
will find most serviceable. Quite the most brilliant 
illumination is given by this instrument, which is 
known as a Powell’s urethroscope. But little 
inferior to it is this other urethroscope, which is a 
modification of Caspar’s pattern. In Powell’s 

urethroscope a little trouble must be expended 
in focussing the light accurately. In Caspar’s 

| there is no such difficulty. The latter is, perhaps, 

[ the stronger instrument of the two, and for general 
rough wear is, I think, perhaps more satisfactory. 
As regards price there is little to choose between 
them. Let me say at once that for those of you 
wno are not likely to see very much of urethral dis¬ 
eases and therefore not to obtain much practice in 
urethroscopy I think that the urethroscope is, per- 
| haps, an unnecessary additional burden to your 
surgical armamentarium. But if you are likely to 
get plenty of opportunities for practising urethro¬ 
scopy it unquestionably is the most accurate means 
of localising diseases of the urethra. 

You are no doubt aware that the earliest stages 
of stricture of the urethra may be observed within 
a comparatively short time of the commencement 
of urethral infection. These infiltrations—for in 
such an early stage there are numerous small 
cell infiltrations—will go undetected by the pas¬ 
sage of ordinary bougies, but the urethroscope will 
show them to you at once. In the later stages of 
stricture the passage of a bougie on the ordinary 
lines, which I need not illustrate to you, will reveal 
its presence, and you cannot expect to cure a 
chronic urethritis complicated by a stricture until 
that stricture has been thoroughly dilated. 

Such, then, gentlemen, are some rapid methods 
of ascertaining the site and extent of infection. 

| We must now pass on to talk about the treat- 
I ment, for the time at our disposal this evening is 
! limited. Let us turn again to our supposititious 
| case of chronic urethritis, and assume that you 
j have performed the three-glass test and have found 
; evidences of infection in the first and second glasses 
I in the shape of threads and films and pieces of 
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mudo-pus, whereas the third glass containing the 
second portion of the urine remains clear. You 
will then assume that there is a posterior as well I 
as an anterior infection. Moreover, by the other 
methods of examination which we have spoken of 
you will find no evidences of enlargement of the 
seminal vesicles, prostate, Cowper’s glands and the 
small urethral follicles. You have, in fact, to deal 
with a superficial infection of the mucous membrane 
of the whole length of the urethra. I have already I 
told you that the compressor urethrae muscle will , 
prevent any ordinary injection from reaching the 
posterior urethra. But there is a method known 
as Janet’s method of posterior irrigation by which | 
your remedies can gain access to the w'hole of the 
canal. In the first place it is wise to obviate spasm 
of the compressor urethrae muscle by injecting a j 
small quantity, say 20 or 30 HI, of a 2 per cent. 1 
solution of cocaine, or 5 per cent, of eucaine, or I 
5 per cent, of novocaine into the antelior urethra. I 
By pressure with your fingers squeeze this solution 
down into the bulb, and then by pressing the 
urethra against the os pubes in a backward direc- | 
tion you will find that you can stroke your solution | 
through the compressor urethrae into the posterior f 
urethfa. In this way you can anaesthetise the | 
whole length of the urethra without introducing 1 
any instrument into it. After the lapse of four or , 
five minutes you can commence your irrigation. 
The irrigator armed with the urethral nozzle should 
be suspended four or five feet above the recum¬ 
bent patient. Allow the fluid to flow very gently 
at first until the whole anterior urethra is felt to 
balloon up under the fingers. Gradually increase ! 
the pressure and you will find that the compressor 
urethrae will give way and allow the fluid to pass 
along into the bladder, a distinct thrill being com- | 
municated to your fingers which are grasping the j 
penis. The solution should be allowed to flow until j 
the patient expresses a feeling of desire to pass urine. 
He should then stand up and empty the bladder. I 
In this way you will have distended the urethra and 
the fluid has had a chance of getting into every 
part of the mucous membrane. 

How often should this irrigation be done ? That, 

I think, depends upon the strength of the solution j 
which you are going to use. The best method, in 
my opinion, is to give a daily irrigation for about | 
ten days or a fortnight, commencing with a weak j 
solution and gradually increasing it in strength. 


For this purpose I use a solution of permanganate 
of potassium, commencing with a strength of 1 to 
4000 and increasing by 1 to 500 every day until 
a maximum of 1 in 1000 or 1 in 500 is reached, 
the last irrigations of the course being at the maxi¬ 
mum strength. The best results by this method 
are seen in the case of patients who have been 
infected for eight or ten weeks or so. If this 
method is commenced at about that stage of the 
disease it will be found that the mucous drop will 
disappear after three or four irrigations, and at the 
end of the course it will not return. When the end 
of the course is reached give your patient a rest of 
a week and then again try your three-glass test to 
ascertain if there is any gross infection still remain¬ 
ing. If there is not then wait, say, another fortnight 
and once again apply the test. If the patient seems 
to be well no further treatment will probably be 
necessary. But in some cases where there is no 
palpable evidence of infection outside the urethral 
mucous membrane, and yet the condition has per¬ 
sisted for many months, this treatment will secure 
an apparent cure, and yet some weeks after the end 
of the course of irrigation the drop will reappear, 
possibly after some abuse of alcohol, an extra long 
day in the saddle, or some condition which has 
lowered the patient’s general health. In such a case 
you will find that the use of some stronger solution 
than that of permanganate of potassium, used not 
so frequently, will give you good results, and the 
best solution I can recommend to you is that of 
nitrite of silver in a strength of from 1 in 2500 to 
1 in 1000. These irrigations should not be given 
more than once or twice a week and should be 
continuous for four or five weeks. 

Allow me to remind you that gonorrhoea is seldom 
a pure infection with the gonococcus. Almost in¬ 
variably other micro-organisms are present, and it 
is not at all uncommon to find after a course of 
irrigation with a potassium permanganate solution 
that all gonococci have disappeared, and, indeed, 
that all discharge has disappeared, and then after 
an interval of two or three weeks without treatment 
a little discharge reappears in which you cannot 
find the gonococcus, but in which large numbers of 
the common organisms of suppuration may be 
detected. In such cases you will very often secure 
a final cure by the use of two or three irrigations 
with a solution of perchloride of mercury. This 
salt is intensely irritating to the urethral and vesical 
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mucous membrane and should not be used in any 
strength greater than 1 in 15,000. Most usually a 
strength of 1 in 25,000 will suffice. 

Let us consider a rather more complicated case 
than that which I have just described. Suppose 
that on examining the prostate you find it definitely 
enlarged and slightly tender, the presumption is 
that the prostatic follicles are infected in addition 
to the mucous membran^of the prostatic urethra, 
and it is necessary to empty these prostatic follicles 
before you can expect to cure the urethritis. For 
this purpose you must use prostatic massage. This 
is performed by centripetal pressure with the finger 
in the rectum, squeezing the lobes of the prostate 
between the finger and the posterior aspect of the 
pubes from their periphery inwards towards the 
urethra, first on one side and then on the other, 
thus expressing the contents of the prostatic follicles 
into the prostatic urethra. Prostatic massage is best 
given with the patient in the knee-elbow position. 
In the same way you can express the contents of 
the seminal vesicles. The patient should pass water 
immediately after this massage, and the urine should 
then be centrifuged and the centrifugalate stained 
and examined microscopically. After the massage 
irrigation can be given in the ordinary way. If by 
palpation with the finger or examination with the 
urethroscope you find that many of the urethral 
follicles are infected, these must be treated. Some¬ 
times they can be seen as distinct projections above 
the general level of the mucous membrane, grey, 
greyish-yellow, or deep red, according to the grade 
of infection; when they can so be seen they can 
usually be felt from without as little knots along the 
course of the urethra. Now these infected glands 
mature, if I may use the term, and discharge their 
contents into the urethral canal, thus re-infecting a 
mucous membrane which you have been gradually 
disinfecting with your irrigations. They must be 
ruptured and the contents expressed if you are to 
get your patients well. This can be done by means 
of the urethroscope or, without the urethroscope, by 
the use of a large metal bougie, against which you 
can press them with the finger outside the urethra 
and so rupture them. A common cause for the 
continuance of a gleet is a contracted meatus, and 
in all cases where this is present I advise you to do 
a meatotomy before instituting any fresh treatment. 
This requires only a little local anaesthesia, which 
can be obtained by soaking a small pledget of cotton 
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wool in a solution containing 10 per cent, of eucaine 
and T V per cent, of adrenalin and pushing this 
into the meatus. With a slender, straight, probe- 
pointed bistoury the meatus should be slit directly 
downwards. A small piece of lint coated with boric 
ointment should be placed between the lips of the 
cut and the patient should be directed to renew 
this application after each micturition until healing 
has taken place. 

If the glands of Cowper are seriously infected I 
advise you strongly to remove them, for although 
with the urethroscope you can sometimes see the 
openings of their ducts in the floor of the bulbous 
urethra, it is well nigh impossible to treat them by 
way of the urethral canal. The operation for their 
removal is very simple and is done through a trans¬ 
verse perineal incision midway between the anus 
and the scrotum. 

Now, gentlemen, my time has expired, and in the 
short time it our disposal this afternoon I have 
only been able to indicate to you the lines upon 
which I suggest that you should approach these 
cases of chronic urethritis. In one short clinical 
lecture it is impossible to do more than this. But 
if I have shown you that something more than the 
haphazard use of injections and a variety of drugs 
given by the mouth is necessary for the intelligent 
and successful treatment of chronic urethritis, the 
hour which we have spent together this afternoon 
will, I think, have been well spent. 

September 2 nd , 1907. 


Liquid Air in Dermatology.— H. H. White- 
house believes that we have in liquid air a 
dermatological remedy of real worth, at least in a 
limited field. He gives its physical properties and 
the facts, so far as known, as to its bactericidal 
value, which seems to be practically nil. We must 
look, therefore, to changes induced by it in cellular 
metabolism for its therapeutic effects, and he states 
that it relieves pain in pathological conditions, 
lessens discharge and odour and tendency to 
haemorrhage. Mild applications favour healthy 
granulation, while stronger ones, he declares, 
destroy exuberant growth. It has little reactionary 
effect on scar-tissue, and, therefore, he believes that 
it has a diagnostic value in epithelioma .—Medical 
Record , vol. lxxii, No. 6. 
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A MEDICAL CONSULTATION AT j 
ST. BARTHOLOMEW’S HOSPITAL. 


Present ; 

Dr. Norman Moore. Dr. H. H. Tooth. 

Dr. S. West. Dr. H. M. Fletcher. 

Dr. J. A. Ormerod. Dr. J. H. Drysdale. 


Dr. Norman Moore : Here is a female patient, 
aet. 21 years, who has definite muscular spasms in 
the face and arms. There is no pain in her arms. 
She is said not to have learnt to walk until three 
years of age, and her mother’s account is that she 
has had some spasmodic movements since that time. 

It is difficult to ascertain whether it has steadily 
become worse or not, but I think we may assume 
that it has. She has been in this hospital three 
times. On the first occasion she w’as in for six 
months, and I cannot say she was distinctly better 
when she left than when she came in. The second 
time she was distinctly better when she left, so that j 
when spoken to the muscles of her face did not j 
twitch as you see them twitch now. She also had | 
longer intervals of quiescence and sat quietly while i 
she read. I cannot make out that there is definite I 
paralysis of any muscle, and the electrical reactions 
are normal. She has never had any fits. Her 
movements make her look somewhat foolish but she 
is quite intelligent. She is left-handed and can write 
with a pencil with that hand. On the whole at 
present the movements are greater on the right j 
side, but they have been very great indeed on the 
left side. With regard to treatment, we have kept 
her quiet, and she has had baths, and the drugs i 
which seemed to do her most good such as cannabis ! 
indica we have pushed to large doses. The points 
on which I am most anxious to have the opinion 
of my colleagues are (i ) their view of the anatomical , 
change, (2) what name they would give to her 
disease, and (3) their advice as to treatment. 

Dr. Drysdale : I have not had time to examine 
the patient properly. I think, however, it is probably 
some form of universal habit spasm. She has a 
curious history. The movements were not noticed 
at first, though she had some defect of develop¬ 
ment, as shown by the delay in learning to walk. 
This suggests some possible organic basis for her 
condition but of this there is no evidence. I 
regard it as a form of tic. 


Dr. Fletcher : It is a difficult case. She has 
symmetrical choreiform movements, chiefly of the 
upper extremities and the face, and only slight 
in the legs. They date from the age of three, and 
have been continuous more or less ever since. 
That would exclude ordinary Sydenham’s chorea 
playing any part in the case. Beginning at an 
early age like this and without apparent impairment 
of intelligence one could exclude Huntingdon’s 
chorea. The third point is as to whether it can be 
regarded as a habit spasm. I feel that such is not 
the case here, because, unlike most habit spasms, 
it is increased rather than diminished when the 
patient knows she is being observed. The Sister 
says this patient is more quiet when left alone than 
wffien she is under observation, and the number of 
muscles involved in the movements of the face and 
arms would be against that diagnosis. My own 
view is that it may be of the nature of paramyo- * 
clonus multiplex, which is characterised mostly by 
its symmetrical distribution, involving more com¬ 
monly the upper extremity than the lower, and 
sometimes the face as in this case, and in this case 
having associated with it a defect of articulation. 
As to the pathology of the condition I am unable 
to express an opinion. 

Dr. Tooth : I cannot quite agree with the dia¬ 
gnosis of paramyoclonus. I have not seen many 
examples of that disease, but this is unlike any 
that I have seen. There are one or two points 
about it which suggest to my mind that it is a 
diplegia. I admit there is no great loss of power 
of grasp or movement, but there are many points 
in it which remind me of the spasmodic con¬ 
ditions associated with the cerebral palsies of 
infancy included under the term “athetosis.” If you 
ask her to grasp your hand she does so, and 
squeezes it, and the grasp is fairly powerful. 
When you tell her to leave go she does so, but not 
gradually—she does it all at once and with an 
exaggerated movement of over-extension of the 
phalanges, and in a way which the ordinary person 
would not be able to imitate. It is a residual 
spasm, so to speak, suggesting an organic cortical 
lesion, I do not know where, but evidently not 
affecting much of the motor area, or there would 
be evidence of much more paresis than there is 
here. Of course the history is very incomplete; 
one w f ould like to know whether there w r as any 
acute disease in the early teething period. 


Digitized by 


Google 





334 The Clinical Journal. ] 


MEDICAL CONSULTATION. 


[Sept. 4,1907. 


Dr. Norman Moore : I inquired about that, 
and I could not get any such history. 

Dr. Tooth : The first event in the history is the 
delay in walking, which is so common in the slight 
diplegia cases. 

Dr. Ormerod : I cannot give this case a special 
name. As a matter of fact, in all these cases it is 
a question what you mean by the name used. My 
idea of paramyoclonus is not a combined action of 
muscles, such as we see in this case, but an over¬ 
action of individual muscles or parts of them. My 
idea of tic, again, is a movement originally volun¬ 
tary, or essentially so, which has become involun¬ 
tary, and I think that would scarcely fit this case. 

I agree with Dr. Tooth in comparing it patho¬ 
logically to cerebral diplegia or Little’s disease. 
We know that of that disease the commonest 
manifestation is a double hemiplegia dating from 
infancy or from birth. We know that it consists 
essentially in want of development in the pyramidal 
tracts. Yet sometimes, although the lesion may 
exist even before birth, the symptoms do not come 
on until some time after birth. Similarly, in the 
present case, the fact that the movements were | 
not observed from the actual date of birth does not I 
militate against the idea that the disease is really j 
congenital. I think there is local disease, though j 
not necessarily of the pyramidal tracts, and that 
this local disease consists in defective develop¬ 
ment. 

Dr. Norman Moore : My own feeling, having 
seen a great deal of the patient, was that there 
must be some structural change, and that probably 
that structural change was a congenital one, not a 
result of any attack since birth. Of course one 
knows that congenital conditions of the nervous 
system are not always immediately noticed, and 
one has seen well-marked cases of. spastic para¬ 
plegia, probably congenital, and which were not 
described at any rate by the parents as having been 
noticed immediately. I am much obliged to my 
colleagues for what they have said. I am afraid 
the conclusion as regards treatment, and one 
which has been practically proved experimentally, 
is that drugs or any form of treatment can have 
very little effect on the condition. 

Dr. Tooth : This is a young woman, aet. 26 
years. The record of the case is comparatively 
simple; it is interpretation on whjch I desire in¬ 
formation. She has been married nine years and 


has had in that time four children. Since then 
she has had pain after meals aCnd attacks of vomit¬ 
ing and flatulence. Six weeks ago she had a bad 
cold, as she calls it. It may have been influenza, 
with aching of the limbs, chills and frontal head¬ 
ache. She was all this time subject to attacks of 
vomiting about every other day, mostly in the morn¬ 
ing on rising. She had some diarrhoea up to the 
time of admission, that is to say the bowels were 
open four or five times a day. She was admitted on 
January 4th, and one week before admission slight 
jaundice began, so that on admission there was a 
slight icteric tinge, and that has increased con¬ 
siderably and you now see her definitely jaundiced. 
There is nothing particular to note about heart 
or lungs. On examining the abdomen one found 
the liver distinctly enlarged, nearly to the umbilicus, 
not at all tender; her motions were grey. The 
urine is deeply tinged with bile. During the last 
j five days her* gums have taken to bleeding, and 
! they are continually oozing slightly, and nothing 
j we have done at present seems to have influenced 
i this symptom. There can be no doubt that the 
jaundice has become more pronounced. In addi¬ 
tion a blood examination has been made, and we 
find she has considerable oligocythaemia, that is to 
say, 2,800,000 reds, and 4600 whites. There is no 
tenderness of the liver, and as far as can be ascer¬ 
tained alcohol does not enter into the case. There 
has been very little elevation of temperature, in 
fact it has generally been subnormal. When I first 
saw the case I thought it was simple catarrhal 
jaundice, but of course when examining the abdo¬ 
men one found the liver enlarged and one knew it 
was something more. I do not feel at all certain 
| about the diagnosis, but I thought it might pos¬ 
sibly be the commencement of so-called hyper 
trophic cirrhosis, and that it might possibly throw a 
j side-light on the genesis of that disease. I have 
not any explanation to offer. I should like the 
advice of my colleagues, drawing attention to the 
coexistence of jaundice, haemorrhage, oligocy¬ 
thaemia, leucopaenia. 

; Dr. Drysdale : I do not think it is a case oi 
hypertrophic or Hanot’s cirrhosis, because in that 
condition the first symptoms are enlargement of the 
spleen, of some glands, and leucocytosis. In the 
1 patient these symptoms are absent. It does not 
1 seem to me thatvin her condition there is anything 
suggesting suppuration. There is no leucocytosis, 
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and only slight fever. The leucopaenia and fever 
are against the diagnosis of new growth. It does 
not seem to be like hydatid. Although the liver 
is prominent it probably is not very much enlarged. 
She seems at one time to have laced her stays 
tightly, which would explain the physical signs 
connected with that organ. As it has not been of | 
very long standing I should hope it is a case of 
simple catarrhal jaundice. She had apparently I 
suffered from catarrh of the stomach and duodenum 1 
for some time before the onset of the jaundice. 

Dr. Fletcher . I should also regard it as a 
somewhat unusual case of catarrhal jaudice, and 
lay special stress on one or two factors in the case. | 
She is only a young woman and yet she has had i 
six children, and she says she was suckling the j 
last child, set. 18 months, at the onset of her 
illness, so that she was probably very anaemic at i 
that period. Her chief diet during lactation 
consisted of fried fish and pork. It is reasonable ! 
to suppose she had some chronic gastritis and 
duodenitis, and I regard the jaundice as associated 
with these. She is suffering from purpura as well. 
During the last few days several spots of purpura 
have appeared in the arms and legs, and there is 
the oozing in the mouth which has already been , 
referred to. These haemorrhages may be due to , 
the same abnormal condition of the alimentary 
tract which is concerned in the production of the j 
jayndice. I also agree that the prognosis in the I 
case is fairly good so far as the jaundice is con¬ 
cerned, which I do not regard as due to grave 
hepatic disease. J 

Dr. Ormerod : I think it may possibly be | 
catarrhal jaundice, but I do not feel at all sure j 
that it is. One has seen cases of catarrhal jaundice I 
in which the liver is enlarged and subsequently 
has resumed its normal size. But there are two 
points against the diagnosis. One is that the size 
of the liver is out of proportion to the intensity of 
the jaundice, and the second is the occurrence of 
bleeding from the gums, which rather suggests 
some more serious disease of the liver. It may be 
some form of cirrhosis, but I cannot exactly say 
what. 

Dr. West: It is a case which one should be 
cautious in expressing an opinion about. There 
are two things which make the case, in my opinion, 
grave. The first is the rise of temperature, 
although that rise is not much, and the other is 


the occurrence of haemorrhages and jaundice. It 
is unusual to get in jaundice haemorrhages from 
the gums, and I should be afraid there is some¬ 
thing serious at the back of the case. I suppose 
no cultures have been made ? 

Dr. Tooth : Yes, but we have no report 
yet. 

Dr. West : On the whole I do not think it 
can be simple catarrhal jaundice, and I should be 
influenced by the way in which the case develops. 

Dr. Norman Moore : I share Dr. West’s feel¬ 
ing of anxiety. My idea of the explanation is that 
this patient was, as Dr. Fletcher has mentioned, in a 
depressed state of health during her lactation, and 
her diet was injudicious. She denied having 
taken tinned food at first, but it is now admitted 
she has taken a little tinned food. She may have 
taken something which aided the blood changes. 
Therefore, first of all, she may have been in a con¬ 
dition bordering on scurvy, of which bleeding from 
the gums is a further sign. And that may be 
altogether distinct from the condition that causes 
the jaundice. Of course, it is a very important 
question whether her liver is much enlarged or 
not. My opinion is that it is not. It does not 
seem to me to project forwards, it does not seem 
to extend further down in the abdomen than, is 
very common indeed in female patients in the 
hospital who have exercised some degree of tight 
lacing. So, on the whole, I think it is an example 
of catarrhal jaundice occurring in a person whose 
health had been previously depressed, and that the 
jaundice began in the way in which we commonly 
explain catarrhal jaundice, in gastro-enteric catarrh 
extending up the ducts. So my prognosis would 
be hopeful. I might add one point about the 
liver. My experience is that in all the cases of 
large liver in catarrhal jaundice—and they are 
fairly frequent—the liver is painful. There is some 
pain on pressure at any rate for a day, and Dr. 
Tooth has mentioned that in this case there was 
no pain at any time. 

Dr. Tooth : There has been no tenderness 
while under our observation, but the jaundice has 
not begun as a catarrhal jaundice, and then gradu¬ 
ally failing, but it is increasing, and has been 
since the patient came under our notice on January 
4th. She had a very slight tinge of jaundice when 
she came in. We cannot feel her gall-bladder. 
This condition of purpura adds another element to 


Digitized by 


Google 





336 The Clinical Journal. J 


MEDICAL CONSULTATION. 


L Sept. 4, 1907. 


the case, and I think the case is incomplete at 
present. I should like to know what the blood 
cultivation will bring forth. I am much obliged 
for the opinions which have been expressed. 

Note .—The sequel of this case is interesting. 
The patient went downhill very rapidly. The 
red blood-corpuscles fell over a million in a 
week. The purpuric condition continued, anaemia 
became profound and jaundice less. The tem¬ 
perature rose, and she died nine days after this 
consultation. 

Post-mortem the lungs were highly cedematous, 
the heart was not wasted, but there was an 
indistinct mottling of the musculi papillares, and 
there were many sub-epicardial haemorrhages. I 
The stomach was dilated markedly. The liver was ] 
not much, if at all, enlarged, but was flabby. Its 
palpability during life was probably due to dis¬ 
placement downwards. 

Diagnosis .—Some acute haemolytic disease pos¬ 
sibly of toxic origin, allied to pernicious anaemia, if 
not identical with it. 

Dr. West : I am bringing a case to-day because 
if it is not seen at once the interest of it will pass. 
It is a child with plastic bronchitis. The child has 
before spat up casts, and was admitted again to-day. 
She complains of feeling something in the throat 
and on the right side of the chest. I bring the 
child because of the curious physical signs. One 
does not often have an opportunity of examining 
these cases before the casts are expectorated. I 
have drawn on the chest one or two lines showing ' 
the dulness. Apparently the left lung is the one 
involved, and there is dulness over more or less 
the whole of that side, especially towards the base 
of the lung, so that one might almost have thought 
the child had an effusion there. The heart is 
displaced, but not to the opposite side as it would 
be with fluid, but to the affected side, the apex j 
beating an inch or more outside the left nipple, j 
The right lung has come across the sternum, and j 
extends nearly an inch beyond the sternum on to | 
the left side. I believe this displacement to be 
due to the collapse of the left lung produced by 
the cast in the bronchus, and if my surmise is 
correct it is likely that after the casts have been 
got rid of the heart and lungs will resume their 
normal positions. She has been in the hospital 
with plastic bronchitis before so that she is a well- 
known case, and there is no doubt about the 


diagnosis. There has been very little written 
about displacement of viscera in these conditions. 
If my idea is correct, the plug here must be in 
the main bronchus. 

Note .—The patient spat up a very large cast the 
next day, the upper part of the left side became 
resonant, and the heart’s apex returned to nearly 
its normal place. Other casts formed, and each 
time the heart shifted its position in the way 
described. 


Inoperable Sarooma Treated with Mixed 
Toxins- —Coley reports forty-two cases of inoperable 
sarcoma, treated by himself, with the mixed toxins 
of erysipelas and Bacillus prodigiosus, with twenty- 
six patients remaining well after a lapse of from 
three to fourteen years since the treatment. Of 
these cases, seventeen were round-celled sarcomas, 
seventeen spindle-celled sarcomas, two mixed-celled 
sarcomas, one chondro-sarcoma, and one epithe¬ 
lioma. In four cases no microscopic examination 
was made, yet the clinical features of the cases left 
hardly any doubt as to the diagnosis. The late 
results are as follows : Twenty-one patients well 
from five to fourteen years, twenty-six well from 
three to fourteen years, and ten well from ten to 
fourteen years. Up to the present time Coley has 
been able to collect twelve cases of sarcoma of Jhe 
long bones in which the use of the toxins has 
rendered amputation unnecessary. In eight of 
these cases the sarcoma was of the round-celled 
variety, in two spindle-celled, and in the remaining 
two no microscopic examination was made, but 
amputation had seemed the only means of saving 
the patient’s life. Eight of these patients remained 
alive and well and free from recurrence from three 
to eight years, one for two years, one for one year, 
two patients for less than six months. Coley 
believes that there is a new field for the use of 
toxins, and that is, their employment after all 
primary operations for sarcoma, and possibly car¬ 
cinoma, as a prophylactic against recurrence. In 
about twenty-five cases in which he has carried out 
such prophylactic treatment the number of re¬ 
currences has been extremely small. His plan has 
been to give two or three periods of treatment of 
from four to six weeks’duration .—Jourm A . M. A ., 
vol. xlix, No. 6. 
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A CLINICAL LECTURE 

I 

ON 

! CANCER OF THE RECTUM. 

! 

Delivered at St. Bartholomew’s Hospital. 

I By HARRISON CRIPPS, F.R.C.S., 
Senior Surgeon to the Hospital. 

Gentlemen, —I propose this afternoon to say a 
few words to you about a very important and very 
interesting subject in surgery, namely, rectal cancer. 
It is a subject I have always taken a very great 
interest in, and it is now just twenty-seven years 
1 since the Royal College of Surgeons set as their 
subject for their Jacksonian Prize Essay, “The 
Treatment of Cancer of the Rectum, especially as 
regards the Possibility of its Removal by Surgical 
j Operation.” Probably through no merits of my 
own I obtained that prize, and since that time of 
j course my attention has been directed to that 
| topic. And when I tell you I have had an 
I experience of considerably over one thousand 
, cases you will agree that I am able to speak with 
some little authority on the subject. 

1 First of all, just a few words as to what cancer 
! of the rectum is. What is its pathology ? I know 
that in text-books, anyhow old text-books, you 
find malignant disease of the rectum put down 
under three or four headings : epithelioma, car- 


Cheques, &c., should be made payable to The | cinoma, medullary cancer, and so on. But as a 
Proprietors of The Clinical Journal, crossed ; matter of fact there is only one malignant disease 
“ The London, City, and Midland Bank, Ltd., j of the rectum which I have ever seen, with the 

single exception which I will mention presently. 
The form of the disease in the rectum, which is 
invariably met with, is that described as adenoid 
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Reading Cases to hold Twenty-six Numbers of j cancer. But I have seen one or two cases of 
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you my views on what the origin of cancer is. 
You are aware that thousands of minds for hun¬ 
dreds of years have been working at this subject, 
and yet we know very little about the true patho¬ 
logy of it. I will only say that I am one of those 
who, from general observation and reading, are 
firmly convinced that the origin of cancer will be 
found in some form of parasite, one of those 
minute forms of bacteria. If you come to consider 
the course of cancer you cannot help being struck 
with how very closely it resembles in every way 
the diseases which we know to be of parasitic 
origin. Take for instance, three such common 
diseases as pyaemia, syphilis, and cancer. Those 
three diseases run almost exactly the same course, 
if you take into consideration the matter of time. 
In every case there is a local infection, in every 
case there is glandular infection, in most cases 
after a certain length of time there is a general 
constitutional infection. You prick your finger, in 
consequence of which it is poisoned by the intro¬ 
duction of a particular micro-organism, which 
causes ordinary pyaemia. In the course of two or 
three days you get a tender, sore point on the 
finger. In the course of another day or two you 
get enlargement of the nearest lymphatic glands in 
the elbow, and a little later, if the disease runs on, 
you get the next set of glands infected, namely, 
those in the axilla, that being a matter of only two 
or three days. And after the disease has once 
passed through the glands of the axilla—because 
the glands appear to act for a time as filters against 
the disease—it seems to be disseminated and gets 
into the blood stream or lymphatic system, and 
there are produced the constitutional symptoms of 
pyaemia. In syphilis there is the local inoculation, 
but nothing occurs there for three or four weeks, 
and then a sore slowly forms, and this will spread 
and grow for five or six weeks. And towards 
the end of that period you will find neighbouring 
glands enlarged. What glands are enlarged ? 
Those which are in nearest anatomical connec¬ 
tion with the original point of the disease. It 
spreads to other glands, and after a few weeks 
there is a general dissemination about the bddy. 
Now take cancer. You get, I was going to 
say, a local inoculation. That must be assumed, 
because I cannot prove it. But you get your 
local tumour, which may exist for weeks or months, 
or even a year, and very slowly there are neigh¬ 


bouring glands affected. Those glands seem to 
filter out the disease to some extent, but a month 
or two or a year afterwards there is a general 
dissemination of cancer about the body. Those 
three diseases run the same kind of course. 

| Pyaemia is a matter of days or weeks, syphilis is a 
matter of weeks and months, cancer is a matter 
of months and years. And whereas we know to a 
certainty that both pyaemia and syphilis are due 
to a micro-organism, so I am almost confident by 
that analogy that the time will come when we shall be 
able to prove that cancer is also due to a micro¬ 
organism. Well, gentlemen, without going further 
into that vital and interesting question, let us con¬ 
sider what the physical manifestations or the 
microscopic manifestations of adenoid cancer are. 
In order to explain that to you I will take the 
simplest form of adenoid growth in the rectum, 
namely, adenoid polypus, because to my mind 
there is no difference between adenoid polypus, 
which clinically is perfectly innocent, in that after 
it has been taken away it does not recur, and some 
of the most malignant forms of cancer. It is a 
mere question of the position in which they grow. 
The way an adenoid polypus grows is from the 
mucous membrane into the calibre of the bowel. 
Its structure is the same as that of the mucous 
membrane of the rectum. It grows with a pedicle 
half an inch to one inch in length, and at the head 
of that one of these little adenoid polypi grows 
free in the rectum. Cut it off low down, and you 
never hear anything more of it—it disappears. Of 
course there are exceptions, however; I have 
known from time to time polypi which have 
lasted as simple polypi for years, and then they 
have taken to growing in the opposite direction. 
Instead of growing free in the cavity of the bowel 
it seems to be turned upside down and grows 
i downwards into the connective tissue and so grows 
| into the muscular coat. It is a mere matter of 
j position. The growth which takes place free in the 
| bowel calibre is innocent; the same thing growing 
in the other direction becomes malignant disease. 
In order to describe more in detail what the 
I structure of adenoid polypus is, I may say that if 
you take one of the lobes from the raspberry-like 
surface and cut it in section it would have the 
appearance shown in my drawing on the board. 
The growth breaks up into a series of little bands, 
each of which runs into these secondary minute 
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lobules. I have drawn what is called basement \ 
membrane, but that is a microscopical delusion. I 
The surface of this is covered by a single 
layer of columnar epithelial cells, and it is exactly I 
the same structure as Lieberkuhn’s follicles. A 
polypus is nothing more than a hypertrophy of 
normal mucous membrane. The question is, what 
makes that mucous membrane grow in that way ? 

I think it is some parasitic infection. If you take 
a section of a polypus and you look at several 
hundred specimens you may hit off the very I 
centre of one of these lobules, and if you do you 
will get that tree-like structure which I have repre- | 
sented. In most cases you do not get a clear , 
structure of that kind. If a section were taken 
across such a specimen as this drawing illustrates j 
you would see under the microscope a series of j 
spaces lined with epithelium, and between these 
spaces there would be fibrous and cellular tissue. 
But as a matter of fact these spaces are not lined 
with columnar .epithelium, they are not lined at all, j 
but covered with it so that the epithelium which | 
you find in these microscopic sections is on the j 
surface, and that would be apparent with a stereo¬ 
scopic view. That is the structure of adenoid j 
polypus. The structure of cancer is the same, ] 
only you are never able to get this flowery appear¬ 
ance like that of a single oak tree in the park ; the 
growth has to insinuate itself between the muscular 
fibres, so that its aspect is more that of under¬ 
growth than a properly formed tree. And it is by 
such an appearance that you can tell whether you 
are looking at an innocent polypus or a specimen 
of malignant disease. If I look at a structure like 
I have indicated, and I see nothing but loose 
retiform tissue growing between the two, I know it 
must have been growing free. But if I see a lot of 
thick, coarse bands of fibrous tissue, and here and 
there two or three bands of muscular fibre, I know 
that although I am looking at an adenoid growth 
it is one which has invaded muscular tissue, and 
when it once has done so it becomes malignant. 

So much for a brief sketch of the pathology of 
adenoid cancer. Now let us come back to the 
clinical side. Cancer of the rectum may occur in 
patients of any age. It is more common in men 
than in women; there are two cases in men to 
every one in a woman. The common age for 
rectal cancer is very much the same as the age for 
cancer in other parts of the body. Most of the 


cases I have seen would be between the ages of 
40 and 60. But I have seen many cases far 
over 60; I have seen them as old as 80, and 
I have also seen them in very much ypunger 
patients. I must have seen twenty or thirty cases 
between the ages of 20 and 25, but it is com¬ 
paratively rare at that period. The youngest case 
of well-marked cancer I have ever seen was in a 
boy aged 14. He was at Rugby, and he had 
malignant disease of the rectum which ran its 
course very rapidly, as it always does in young 
people. He died soon after he was fourteen years of 
age. 

What are the symptoms of rectal cancer ? Like 
all diseases of that kind in an early stage the 
symptoms are naturally very slightly marked. And 
if you do examine a cancer which is as big as 
your fist, two years earlier you would probably 
have found it was no bigger than a sweet pea, 
lying underneath the mucous membrane of the 
rectum. When it is small it produces practically 
no symptoms ; it is only when it attains to some 
size that any symptoms are caused by it. Patients 
will sometimes say : “ How long have I had this ? ” 
I perhaps reply, “ I cannot say how long you have 
had it, but it must have been growing a year.” 
And then", as patients nearly always do, he will 
perhaps turn round and abuse his doctor. He 
will say : “ I went to see Dr. So-and-So months ago 
and told him I had something wrong with the back 
passage and he said there was nothing the matter.” 
Very likely that is absolutely true, as there was 
nothing physically to be felt. And so the symptoms 
I shall describe to you-as pertaining to cancer of 
the rectum are those which are produced when the 
cancer is of some considerable size, of such a size 
that the patient’s attention is called to the 
abnormal condition of the rectum. One of the 
most characteristic features of cancer of the rectum 
is irritability of the bowel, so that there is an 
increased desire on the part of the patient to go to 
the closet. Normally a person ought to go to the 
closet once a day. Often these patients complain 
that they have diarrhoea, but it is not really 
diarrhoea. What they consider to be diarrhoea is 
this desire, owing to the irritability of the bowel, to 
go to the closet, and they may actually go to the 
closet eight or nine times in a day, especially in 
the morning. On one of those occasions they may 
pass a decent motion, but on the other occasions 
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they may only pass from a tea-spoonful to a table¬ 
spoonful of discharge. That discharge is partly 
mucus and partly dibris from the ulcerating 
surface of the malignant disease. The character i 
of the discharge is very important, and I think 1 
that I mentioned it to you at my last clinical 
lecture. I said that where you have a stricture of j 
the rectum to deal with, or simple ulceration of ! 
the rectum, or cancer of the rectum, the rectum 
is always irritable—in other words, the patient 
frequently wants to go to the closet; the discharge 
is always present except in fibrous stricture, when 
the discharge may be scanty. But the character of 
the discharge is very different. In ordinary simple 
stricture the discharge is simply mucus and pus, 
and the patient will describe it as looking like the 
white of an egg with a little of the yolk mixed with 
it. On the other hand, the discharge which you 
get in malignant disease when it has lasted some 
time is that the patient describes it as looking like | 
coffee grounds. It has a large admixture of blood, 
which of course comes from the raw surface of the 
growing cancer. So if we have a patient of 
middle age who tells us that he has been in the 
habit of going to the closet half-a-dozen or as 
much as ten times a day, and yet only passes a 
proper motion once, and at the other times passes j 
a dark discharge, you may be practically certain 
that we have malignant disease to deal with. 

Next, take care to verify your suspicion by 
examination. Of course if the disease is very high 
up you cannot verify it, but in the majority of 
cases it is well within reach of the finger. I will 
pause there to tell you that the commonest place 
of all for rectal cancer is two to two and a half 
inches from the anus. It will begin there and it 
will extend upwards. I have known cases which 
have commenced three and four inches up, and 
others so high up that you cannot touch it with the 
finger. But I should say in quite three quarters 
of the cases the disease commences two or three 
inches up the bowel. And in examining a bowel 
for suspected cancer, an average man with an . 
ordinary finger in an ordinary rectum will probably 
be able to examine somewhere about four and a 
half to five inches up. The patient is on a couch, 
lying on the edge as if she was going to have a 
baby, and with soap and water on your finger *you 
can pass it up the rectum to the distance of some 
four and a half inches, and by pressing and 


struggling you can manage another half inch. 
But there is another way by which you can gain an 
additional inch, because you are sure to come to 
cases in regard to which you feel that if Providence 
had given you another half inch of finger you 
could have managed very well. The means I 
refer to is to let the patient stand with one leg on 
a chair, and then you must assume an undignified 
kneeling position and pass your finger up while 
you tell the patient to strain down. I have often 
in that way discovered a cancer which was five and 
a half to six inches up, and it would have been 
impossible to reach it in the ordinary way with the 
patient lying on the couch. And lastly, under 
any circumstances where the case is doubtful and 
you think the cancer or growth is higher up than 
you can feel, never neglect making an examination 
under an anaesthetic, the patient being in the 
lithotomy position. By working your finger up 
the bowel and pressing on the outside of the 
abdomen with the other hand you* can examine 
higher than in almost any other way. Assuming 
there is cancer there, when you pass your finger 
up into the rectum you say to yourself, “ This feels 
quite healthy”—you can feel the mucous membrane 
all right. You get up a couple of inches and then 
all of a sudden you come across a hard, abrupt 
border. And generally speaking, by the time the 
patient comes to you the cancer has spread more 
or less round the bowel. That fact is very 
important; that is to say, you get apiece of healthy 
mucous membrane between the anus and the 
lower border of the disease, it is important for 
differential diagnosis because when you examine a 
case of fibrous stricture directly you put your 
finger into the anus you do not often feel normal 
mucous membrane; the whole thing feels harsh 
and creaky, as if there was cicatricial tissue there, 
which, indeed, there often is from the healing of old 
ulcers. And your finger passes into a space which 
gets smaller and smaller, as if you were going into 
an old-fashioned extinguisher. But in cancer of 
the bowel the mucous membrane feels normal 
until you suddenly come across the lower border 
of a hard ring of disease. I frequently have cases 
sent to me where a medical man has examined the 
patient and says: “ I find the patient suffering from 
an obviously malignant lump in the rectum, on the 
posterior wall; it has not gone round the w f hole 
bowel and therefore it is a suitable one for removal.” 
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The patient will perhaps go to another doctor, and 
he does not agree with Dr. No. 1. No. 2. finds 
there is cancer of the rectum, but on the anterior 
wall. In that dilemma, perhaps, I see the patient. 
It is a very common error to fall into to think that 
the disease is on the anterior wall or the posterior 
wall when in reality it completely surrounds the 
bowel. The reason is that owing to the stricture 
which the malignant disease produces for many 
months before you see the patient, the patient has 
been in the habit of straining a good deal so that 
the part of the bowel in which the disease is 
situated becomes invaginated or intussuscepted 
into the bowel below. The examiner gets his 
finger in and says : “ I feel the disease obviously in 
front of me,” but he is pushing against the cul-de- 
sac produced by the intussusception. Dr. No. 2. 
puts his finger in and says: “ I feel the disease 
behind and not in front.” As a matter of fact it 
is all the way round the bowel and the bowel has 
become invaginated. You can often put your 
finger into the cul-de-sac and pass your finger 
round it. So much is that the case that if the 
patient is a woman you are apt to pull up the bed¬ 
clothes to see whether you are in the right passage 
because it feels very much like an os uteri. 

I will pause here a moment to call your atten¬ 
tion to that invagination which is so common in 
cancer of the rectum, because one of the troubles 
that cancer produces after a time is not only 
diarrhoea but some symptoms of obstruction. 
You are sent for to a case of obstruction which is 
really due to stricture; perhaps the usual pills and 
black draught have been given but there is no 
change and you are going to give an injection. 
Somebody may have maliciously suggested to you 
that it is a good thing to give an injection through 
a long gum elastic tube, made rather stiff. You 
put your long tube up, and you say, “I feel a 
stricture,” and by the use of some pressure you go 
through the cul-de-sac and the end of your tube 
is in the peritoneal cavity. You say to the 
nurse: “ Bring a bowl and get a Higginson’s 
syringe,” and you begin to squeeze away, and the 
only response you get is that each time you 
squeeze the patient says “ Oh!” It seems to go 
in very easily, and in due course you have almost 
half emptied a wash-basin. You take out the tube 
and expect to have good relief, but nothing comes 
back. I have seen several of those cases and very 


sad they are. The doctor says he will call again, 
and he does so and finds the patient rolling in bed, 
with a rapid pulse and pain, and all the symptoms 
of shock, and notwithstanding all you can do he 
dies in two days. Some kind friend does a post¬ 
mortem on the case and he finds three and a half 
quarts of soap and water in the peritoneal cavity. 
That is an accident which so frequently happens 
that I caution you against ever attempting to pass 
a tube high up the bowel. You may pass it any¬ 
where else you like, but not up the bowel. I 
j remember a tube being invented for passing an injec- 
I tion to the ileo-caecal valve. I do not believe any 
j human being has yet passed, either in the dead-house 
j or on the living subject, a tube more than seven 
1 or eight inches up the rectum. A soft tube—and 
I a hard one should not be used—impinges against 
| the sacrum and coils itself up. I have seen once 
. or twice a case in which the attendant has said the 
; stricture must be high up as he has passed two or 
three feet of tube, because it had all gone in and 
not met with any obstruction. I have said to the 
medical attendant, “ Let me see you pass it.” It 
! passes in quite easily and it is a soft tube, and in 
such a case all you have to do is to put your finger 
and thumb into the anus and you will be able to 
pull the other end of the tube out—it has simply 
been coiling itself about inside the rectum. The in¬ 
vagination of disease producing that cul-de-sac must 
make you cautious about giving injections. The 
same applies in the examination of rectal cancer. 
Pass your finger into the bowel and you will feel 
the lower border of the disease. You find it stric- 
tured, and you are anxious to feel how high the 
disease goes up, so as to know whether you have 
any prospect of removing it or not. It is tempting 
to use a little force to get the finger through the 
stricture so as to see how far it goes. Do not 
yield to that temptation under any consideration ; 
it is most dangerous. It is extraordinary how easy 
the tissue will split into the peritoneal cavity. I 
remember a case some years ago in my earlier days 
in this hospital. I and my colleague between us 
wanted to examine a patient for rectal stricture. 
We had her in the lithotomy position. He put 
his finger up and he said, “ There is a stricture; I 
think I can get above the disease—you feel, Cripps.” 
I felt and I said, “Yes, I can get my finger in.” 
Vomiting came on and some two and a half feet of 
small intestine shot out of the anus. I said, “ I 
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must have put my finger through,” and he said he 
must have put his finger through. Anyhow, between 
us we did that, and it is by no means an uncommon 
accident. So when you have a case of rectal 
cancer feel the lower border of the disease ; if the 
stricture is not tight gently insinuate your finger 
through; you can often pass your finger and feel j 
the upper border of it. If you cannot do that 
easily use no force. It is very important to know 
how high the cancer extends. You can feel the 
lower border of the disease, you can feel the 
stricture through which you dare not pass your 
finger, and yet you want to know how far the 
cancer goes. You can do that by means of the 
acorn-headed instrument with a long handle which 
I show you. Owing to the shape of that you pass 
it up and can feel when you come upon the lower 
part of the disease. You can pass it gently up 
past the stricture in the bowel, and as you gently 
withdraw it you can feel that it stops at a certain 
part. The handle is graduated in inches and you 
can then tell how high the disease extends. That 
enables you to make a fair diagnosis of the height 
to which the cancer extends. This instrument is, 
therefore, useful in cases where you cannot pass 
your finger beyond the disease. Of course, you 
must remember that you do not always find the 
disease going completely round the bowel. 

Having diagnosed your cancer, how shall you 
treat it ? First of all I may tell you that any form 
of treatment by medicines with the view of cure is 
absolutely hopeless in my belief. Of the hundreds | 
of cases of cancer in the rectum which I have seen 
I have never seen a single case which has been 
cured by any form of medicine. Of course you 
can do something to help your patient with tonics, 
and keeping the motions loose so as to cause as 
little pain with defaecation as possible. What can 
surgery do? Surgery is the only chance which 
the patient has of life if the disease can be , 
removed. If the disease can be completely re- j 
moved the prognosis of cancer of the rectum is i 
very much better than cancer in many other parts 
of the body. It is more favourable than cancer of 
the bones, than cancer in any part of the mouth, or 
even than cancer of the breast or of the uterus. 
As regards malignancy I should put cancer of the 
rectum along with cancer of the scrotum and 
cancer of the lip. If you see epithelioma of the 
lip in an early stage you can make a complete 


removal, and when that is done a very large 
number of them never recur at all. Cancer in the 
| rectum is not so good from a prognostic point of 
view as cancer of the lip, and one reason for that 
is it is not seen so early. The patient with cancer 
of the lip will seek advice when it is only quite 
small, but cancer of the rectum has always made 
considerable progress before it comes under ob¬ 
servation because the patient is unaware that 
anything is amiss. Of all cases in which I can 
remove the disease I should say that, from going 
through a number of cases, that 30 per cent, of 
them can be permanently cured by operation. 
And by that I mean there is no recurrence up to 
fifteen or twenty years. I call such cases as those 
cures. And by selecting cases a little and not 
operating upon hopeless cases you will find that 
you may hope to get 30 per cent, of cures. Of 
those cases which you do not cure by operation a 
very large number are relieved by operation for 
six months or a year. But you can fairly tell your 
patient that by running a slight risk he gives him¬ 
self a 30 per cent, chance of a permanent cure. 
How shall you select your cases ? In operating for 
cancer of the rectum look carefully for evidences of 
cancer in any other part of the body. It is a 
mistake to do an operation unless you are reasonably 
sure of being able to remove the whole disease. In 
order to make sure of doing this the disease must 
be within reach. And what is more important than 
that is, that it must be still confined to the rectum— 
it must not have gone through the muscular coats 
of the rectum into the cellular tissue beyond. 
When it has once done that you cannot remove 
the disease. How can you tell, then, whether the 
disease has passed beyond the muscular coat and 
mixed with the cellular tissue? By the way in 
which the bowel is fixed. If I put my finger in 
and I find the whole thing moves fairly freely I 
know almost to a certainty that it has not invaded 
the tissues around. But if I put my finger into the 
bowel, and when I catch my finger against the 
disease it feels like a firm bit of rockwork, I know 
it has passed beyond the muscular coat and has 
gone into the cellular tissue outside, and that 
therefore it is hopeless as regards successful 
removal. With regard to the height at which the 
disease is, the more I see of these cases the less 
importance I am inclined to attach to the height 
of the disease. There was a time when I thought 
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it was not wise to operate upon rectal cancer if it 
was four or five inches from the anus, but now I 
frequently remove it when it occurs very much 
higher, and I do not think there is any part of the 
rectum up to the sigmoid flexure from which I 
would not remove it. If it is six or seven inches 
from the anus it is best removed by abdominal 
section. The most awkward place for the disease 
is when it is five or six inches up, because it is 
not high enough up to enable one to get at 
it by abdominal section, and yet it is very high 
for reaching from below. But by removing the 
lower part of the sacrum a most excellent view 
can be obtained. This will permit of removal 
of cancer five or six inches up the bowel. 

If you advise removal, the patient will ask you 
what is the risk of operation ? It is almost impos- j 
sible to say. The risks of surgical operations 
have enormously diminished during the last ten 
or fifteen years, because of our care in antisepsis 
and in other ways, and one can keep a rectal case | 
as aseptic as any other case. I should say that in 
cases of what I call the high operation, that is, : 
where it is necessary to remove part of the sacrum 
to do the operation properly, one could not operate 
with a mortality of much less than 5 per cent, or 
6 per cent. But for cancer lower down the 
mortality would not be more than 2 per cent, or 3 
per cent. So there is an appreciable risk. So I if 
answer the patient that I cannot tell him the risks, 1 
but that if I had a hundred cases of the kind I j 
should be disappointed if more than 5 per cent, of ! 
them died. But you must recognise that it is an 1 
operation of gravity, though as I say the risk is net 
a great one, and patients ought to run the risk 
because of the certainty of some relief from it and 
the fair possibility of a permanent cure. So when | 
the case is suitable by all means advise your 
patient to have the disease removed. Bqt you | 
will find that many of the cases which consult you 
come so late, and the cancer is so fixed and so | 
disseminated, that it is hopeless to have it removed, j 
and if any attempt at removal is made in those 
cases it will do more harm than good. Can ! 
surgeons help those cases ?—I mean the cases 
which are unsuitable for removal by virtue of 1 
the disease having extended so far. Yes, cer¬ 
tainly. In those instances colotomy comes in as 
a valuable operation. You must remember that | 
death from rectal cancer frequently takes place ! 


from obstruction. It is true that some of the 
cases die from haemorrhage from the dissemination 
of the cancer in the internal organs, and of all the 
ways of going out of this world I think that from 
complete abdominal obstruction is the worst. There 
is a time just before the obstruction is complete 
when the patient wonders if he is going to have a 
motion; as he gets worse the abdomen becomes 
distended and is exquisitely tender, vomiting 
begins, and ultimately the patient either dies 
with faecal vomiting, or there is rupture of the 
intestine and acute peritonitis following it. All 
that trouble can be averted by a properly done 
colotomy. Of course, the colotomy will not cure 
the disease, but it will stave off its worst feature, 
it will constitute a permanent safety-valve against 
the occurrence of death by obstruction, and 
that is a very great achievement in itself. The 
second thing which a colotomy will do is to retard 
very materially the rate of growth of the disease. 
When the rectum is being used, especially when it 
is being irritated by the constant passage of faeces 
over it, which cannot get freely away, you have 
the means of making the cancer grow as rapidly as 
it will. But if you can throw the rectum out of 
function by doing a colotomy, not only is the 
growth no longer irritated by the passage of faeces 
over it, but there is a physiological action, the 
blood supply to the rectum is diminished because 
that rectum is not being used, and in proportion 
as that blood supply to the part diminishes so does 
the growth of the cancer diminish in pace. I 
should say, as a matter of observation, that in a 
fairly rapidly growing cancer of the rectum, doing 
colotomy causes it to grow at about half the rate, 
that is to say, after colotomy the cancer will grow 
about as much in six months as it previously grew 
in three, and there is a further advantage from 
colotomy : You must remember that rectal 
cancer is very painful, but the chief pain is due 
to constant irritation of the ulcerated surface by 
faeces passing over it. And colotomy shuts that 
off, so that the patient has very little pain there 
after the colotomy. Secondly, it prolongs life in¬ 
directly by retarding the growth of the disease. 
And lastly, and perhaps most important of all, 
it obviates the worst form of death, that from 
obstruction, for it, as I say, acts as a permanent 
safety-valve. You may say that the patient may 
be in a miserable condition after colotomy because 
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of the motions passing out of the side. But in a 
properly done inguinal colotomy, with the opening 
not too large and not too small, the patient 
becomes conscious of the time when he is going to 
pass a motion. Of course if they have wind or 
diarrhoea they have not retention. But in that case 
even they find something is going on and they put 
their hand over the little pad there and it gives 
them time to get to the proper place. And the 
majority of patients a few months after their 
colotomy has been done get into the habit of 
passing a motion once or twice a day, leaving 
them twenty-three and a half hours comparatively 
safe and quiet. Now compare that with the other 
condition of things—that in which no colotomy is 
done. You must remember, when the stricture 
becomes fairly obvious in cancer of the rectum, 
the patient loses control of his levatores ani and 
sphincter, and there is very much better control 
through the colotomy wound than there would 
have been through the natural passage in advanced 
cancer. In fact, in the latter case the patient has 
no control over the sphincter at all, so that in 
performing colotomy you are giving the patient the 
best chance of comfort. These patients will get 
about very well. I have known patients go to 
their office regularly every day a couple of years 
after colotomy has been done. An old friend of 
mine was a great fisherman, and the last time I 
met him was one and a half years after a colotomy 
had been done for him. He was in his waders, 
salmon fishing in the Dee, and he said he felt some¬ 
what seedy, but so far as the colotomy was 
concerned it did not prevent him landing a very 
good salmon. So in talking about the treatment 
of cancer of the rectum one would say the primary 
thing is to find out whether the disease can be 
removed. If it can be taken completely away, 
advise your patient that it should be operated 
upon, pointing out that it is his only chance of 
permanent cure. If it is not removable, advise your 
patient to have a colotomy done, on the grounds 
which I have put before you. 1 can only hope that 
as time goes on and we have newer discoveries 
and better methods of operating and detecting 
disease, that instead of my telling you as I have 
to now that 30 per cent, at most will be cured, you 
may be assured that 50 to 60 per cent, will be 
cured. And after all, there is no real pleasure in 
studying surgery unless we are actuated all the 
time by the hope that each generation will do 
better than its predecessor. 

September gth, 1907. 


CHRONIC SUPPURATION OF THE 
MIDDLE EAR. 

A lecture delivered at the Royal Ear Hospital. 

By W. H. BOWEN, M.S., F.R.C.S., 

Assistant Surgeon to the Royal Ear Hospital and the 
East London Hospital for Children. 


Chronic suppuration of the middle ear is one of 
the most serious forms of local suppuration which 
can occur. If allowed to continue, not only does 
it render the patient deaf and, therefore, play a great 
part in limiting social enjoyment, but by its persis¬ 
tence and the continued absorption of toxins 
formed over a long period of time it leads to a 
condition of toxaemia, often seen in the sallow face, 
and frequently corroborated by the patients’ own 
statements of lassitude and depression unfitting 
them for an energetic life. Further than this, it 
may prove fatal to life by spreading beyond the 
limits of the aural cavities and infecting the lateral 
sinus or the brain. 

It is one of the regrettable facts of hospital life 
that so often middle-ear suppuration is left until it 
has produced some marked effect. It is not un¬ 
common in hospital practice for a young man or 
woman to come up for the treatment of a neglected 
discharge because on their first application for work 
their deafness has been noticed and naturally 
looked upon as a drawback. It is during this 
long period of time elapsing between the first on¬ 
set of suppuration, often following a fever of child¬ 
hood, and the application for a financial recognition 
of existence, that such infinite harm is done to a 
delicately organised apparatus and a severe handi¬ 
cap to life’s work supplied. 

That child is lucky who, by the profuseness of 
the discharge or the foulness of its odour, renders 
itself such a nuisance to friends that it is made the 
object of a special journey in order that hospital 
treatment may remove this family blemish. These 
are no idle words as an observation at an ear de¬ 
partment will quickly show, and to-night I intend 
to go into the subject of middle-ear suppuration 
from the practical side as we deal with it in out¬ 
patient work and in the wards, and to show the 
chief causes why suppuration, having occurred, 
persists, and how the agencies at work can be 
combated. 
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It may be asked at the outset, When does 
suppuration of the middle ear become chronic? 
I do not think in answering that question we can 
speak of any time in reference to the onset, nor 
can we speak of chronic suppuration as being the 
stage of mixed and multiple secondary infection as 
I once thought possible. The investigation of 
several cases has led me to this opinion, and I will 
cite you such a case as typical of its kind. Acute 
middle-ear suppuration set in in a young man very 
acutely, with typical onset; the membrane bulged, 
was opened, and pus evacuated. From this pus 
w’as obtained a pure culture of the pneumococcus. 
The ordinary treatment, dealt with more fully later, 
was carried out, and all the acute symptoms sub¬ 
sided ; pain, throbbing, and tenderness disappeared 
so that nothing was to be seen but a perforation 
through which pus freely discharged. Palliative 
treatment failed to give relief, and to all appearances 
at the end of six weeks the case had become one 
of chronic middle-ear disease. Later on, however, 
pain and tenderness developed over the mastoid 
and was followed by oedema. Now, the interesting 
point is that simple opening of the antrum and 
drainage quickly cures this type of case, and in 
cases treated antiseptically from the first cultivation 
of the pus from the antrum gives the same organism 
which was found in the pus first removed from the 
middle ear, and it seems legitimate to conclude 
that during the time that the discharge had become 
apparently chronic with free drainage of pus and 
absence of fever or other bad sign, there was yet 
an active process of disease going on in the ear, a 
quiescent caries of the temporal bone. In such 
cases manifestations of acute mischief only set in 
when the osteitis reaches the surface, or if the out¬ 
let from the attic becomes blocked. 

The type of chronic suppurative disease of the 
middle ear most often seen in practice is that 
where all acuteness is absent, where the discharge 
never ceases, but is never very great; sometimes it 
is thin and watery, sometimes thick and tending to 
dry in the meatus, then ofttimes being of very foul 
odour; in children the pus is often mixed with 
mucus. There is a perforation, usually with 
distinct edges, and without pronounced hyperaemia 
of the drum. The edges of the perforation may 
show granulations or may be thick and fibrous. 
On cleansing the perforation the inner wall of the 
middle ear is usually seen as a very injected 
reddened area, sometimes dull and turgid. Often 
these points cannot be made out on first examina- 


j tion, but after a week’s treatment congestion dis- 
I appears and the different parts become more 
clearly marked. The meatus usually shows 
| nothing very distinctive, but its walls may be 
! somewhat thickened. There is no pain, the ear 
may be freely manipulated and the mastoid 
pressed and percussed. The pulse-rate and tem¬ 
perature are normal. This is the ordinary type of 
chronic suppuration, but it may be complicated in 
various ways. Thus the drum may have become 
; completely destroyed, the mucous membrane re¬ 
placed by granulations indicative of periostitis. 

' These granulations may spread into the meatus as 
a florid prominent mass, or owing to the spread of 
inflammation the meatus may be so thickened by 
: chronic periostitis that there is definite stenosis 
I leading to imperfect drainage and inability to 
| properly syringe out the ear. The meatus may be 
more or less filled by polypoid granulation usually 
i as a highly vascularised, red, pear-shaped body 
bathed in pus with its finer end gaining attachment 
to some portion of the wall of the middle ear. 

I It is easy to enlarge the gallery of possible 
I objective portraits, many with suggestive symptoms, 
to a much greater extent, but it is unnecessary. 

: In examining such cases the observer would 
remember that whatever the perforation in the 
j membrane he cannot see objectively beyond it, and 
that in deciding on the nature of the treatment, 
whether palliative or operative, he must be guided, 
not only by the position of the perforation, the 
presence of granulations or other signs of bone 
disease, or the condition of the meatus, but also 
by the general condition and the presence or 
history of mastoid pain and local tenderness. 

| Let us consider for a short time the lesions of 
the membrane in cases of chronic suppuration. 

; I took up one of my note-books and at random 
collected sixty-three consecutive cases of suppura- 
j tive otitis media. I found that in seventeen cases 
I the perforation was antero-inferior, in twelve it was 
I a complete inferior, by which I mean a reniform 
| perforation, the hilum formed by the projection of 
the umbo into the perforation from above; in 
fifteen the drum was completely destroyed, in 
1 three of these cases Shrapnell’s membrane re- 
! mained; in five cases the anterior part of the 
! drum was destroyed, in four the posterior. In 
three cases the perforation was below and behind. 
In one Shrapnell’s membrane was alone perforated, 
and in one the postero-superior part of the drum 
only was destroyed. In three cases the perforation 
: was a small one close to the umbo. In two cases 
| large polypi filled the meatus. It may well be 
| asked, Is there any importance to be attached to 
: the site of the perforation so that on first looking 
I at a case of chronic suppurati(*i and noting the 
| position of the perforation we may be able to give 
some idea of the subsequent history of the case ? 
| Well now, within certain rather wide limits the site 
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of the perforation has a bearing on the case both 
as regards the result of palliative treatment and 
the persistence of deafness. It is well recognised 
that the simplest form of perforation is that situated 
below and in front. The worst is above and 
behind. There is, of course, an anatomical 
explanation of this. If the perforation is at the 
front part of the membrane no important structure 
lies underneath it, and the only part affected is the 
mucous membrane of the middle ear correspond¬ 
ing to the perforation; higher up it is possible 
that if allowed to persist it may lead to permanent 
changes in the opening of the Eustachian tube. 
When, however, the posterior part of the membrane 
is perforated a very different tale is forthcoming ; 
below there is the membrane covering in the 
foramen rotundum, and persistence of suppuration 
in this quarter may lead to ulceration and thicken¬ 
ing about the foramen and its covering membrane. 
In the superior quadrant there is the incudo- 
stapedial joint, the stapes and its connection with 
the foramen ovale, and close at hand in the attic 
the heads of the malleus and incus. If, there¬ 
fore, suppuration persist there for any length of 
time, there may be set up caries of ossicles, fixation 
of ossicles, and spreading infection to the attic 
with disease of the heads of the incus and malleus, 
and if cure follow treatment and no caries of bone 
has taken place, there is very likely to be some 
interference with free movement of the stapes and 
permanent damage to the conductivity of sound. 

In connection with the amount of perforation 
my observations tend to show that the greater the 
amount of destruction of the drum the worse the 
prognosis as regards ultimate cure of the suppura¬ 
tion or deafness. This, after all, would be 
expected on theoretical lines. Complete destruc¬ 
tion of the drum is usually the result of long- 
continued suppuration, not months but years, and 
associated with destruction of the long process of 
the malleus and often of the incus. I find that of 
the sixty-three cases I performed a radical mastoid 
operation in six, and in four of these the drum was 
totally destroyed, and in another, where the opera- 
was done for advanced stenosis of the meatus, 
there is every reason to believe that the membrane 
had disappeared. The average duration of dis¬ 
charge from the ear in these five cases was just 
under thirteen years. In the sixth case there was 
a large anterior perforation and the discharge had 
persisted eleven years. It does not do, however, 
to think that because there is total destruction of 
the drum operation means the only cure, for this 
is not so. I have seen a number of cases with 
total destruction of the drum which have been 
cured by careful palliative treatment. 

• Allow me to take a digression for a moment to 
call your attention to a fact which appears to call 
for some explanation. The statistical evidence I 
•have brought forward shows that the commonest 


l perforation found is below and in front, whilst the 
commonest site for a drum to give way and to be 
opened in an acute attack of otitis media is above 
and behind. Why is this ? I think the explanation 
of the primary rupture being above is that infection 
travels to the middle ear via the Eustachian tube. 
The tube opens into the upper part of the middle 
| ear, hence this part is the seat of the first acute 
: process. Later the process affects the whole ear, 
the acuteness is less, and the pus naturally gravi¬ 
tates downwards, the drum gives way, and the pus 
drains off through the lower perforation, all tension 
j is relieved in the upper opening and the superior 
perforation rapidly heals. 

Let us now turn to the consideration of the 
causes of the chronic suppuration in the ear. Of 
course, it is well known that for suppuration you 
must have pyogenic organisms, and it is my 
opinion, based on the examination of a number of 
cases, that the initial suppuration, in the majority 
of cases, is due to the action of the pneumococcus 
| which is present in the naso pharynx, and becomes 
virulent through the depressed vitality of the 
individual usually associated with some local 
injury. 

Some of these cases, however, are the result of 
i direct infection from the blood stream in people, 
usually children, suffering from pneumonia or other 
pneumococcal infection. The other cause is due 
to the activity of those organisms which are 
1 associated with ordinary attacks of tonsillitis. I 
have been much struck, on examining some films 
taken from recent primary attacks of otitis media 
and stained for bacteria, to note the similarity of 
the pus to that removed by a swab from an 
ordinary case of acute follicular tonsillitis. It has 
appeared to me that these two classes of case are 
separable from each other in so far as the pneu- 
; mococcal form is much more acute than the second 
i variety. We had a very good example of suppura- 
. tive otitis media due to mixed organisms, recently, 
in a child very delicate and feeble, with large 
tonsils and adenoids, who bled badly from the 
naso-pharynx after operation. The haemorrhage 
ultimately proved so serious that I decided to plug 
the naso-pharynx and did so. A sterilised sponge 
was first wrung out in perchloride of mercury 
]| and then y^o adrenalin chloride, and easily put 
; into the naso-pharynx. Removed at the end of 
twelve hours there was no more bleeding, but 
! about two days later the ears discharged without 
pain, and the pus contained the mixed organisms 
mentioned. Of course it is possible in some of 
these cases that the membrane gives way along 
the site of a former scar, so that pain is not pro- 
1 duced by undue tension, but in this case and one 
! or two others I have examined I have been 
unable to elicit by questioning any history of former 
discharge. It is probable that the primary acute 
suppuration may be due to other organisms, such 
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as staphylococci, but I have not come across such 
a case. 

You will notice that I have spoken of two 
sources of the primary infection, the naso-pharynx 
and the blood; the former is far and away the 
commoner, for the latter there must be a septi¬ 
caemia. Such occur in young children, usually 
associated with pneumonia, and are ofttimes fatal. 

I had such a case recently where there was 
primarily a pneumonia, later suppurative arthritis ! 
of the shoulder-joint and suppuration of the 
middle ear. In this case, however, the child 
recovered, but in another case, seen shortly before, 
where I opened an empyema and the mastoid 
antrum, the other middle ear also being infected, ; 
the child rapidly succumbed to what was evidently ! 
a septicaemia. Hence, although such cases have 
their importance, their comparative rarity does but 
emphasise what cannot be stated too emphatically, 
that middle-ear suppuration starts from the naso¬ 
pharynx. In the absence of treatment the dis¬ 
charge from the middle ear becomes contaminated 
by outside organisms and a mixed infection results 
where primarily a single infection may have been 
present. 

Now let us consider briefly the reasons for naso¬ 
pharyngeal sepsis. The naso-pharynx should 
normally have a constant warmed and moist supply j 
of air passing through it as a result of nasal respira¬ 
tion. In a healthy state this air should be sterile 
and the naso-pharynx itself be sterile. If this nasal 
respiration is clear and unassociated with undue 
patency of the nasal cavities through atrophy of i 
the vascular erectile tissue of the inferior turbinates, | 
there is very little likelihood of sepsis occurring in 
the naso-pharynx and spreading therefrom to the 
middle ears. Hence to get at the cause of septic 
contamination of the naso-pharynx we have to con¬ 
sider the causes of obstruction to nasal respiration. 
Now, far and away the commonest cause of 
obstruction to nasal respiration found in practice 
is enlargement of Luschka’s tonsil situated on the 
posterior wall of the naso-pharynx. This enlarge¬ 
ment of the mass of lymphoid tissue is called 
“ adenoid growth ” or “ adenoids.” It must be 
understood that it is the pathological overgrowth 
of a normal structure and is very often associated 
with a similar overgrowth of the faucial tonsils. It 
is when both faucial and naso-pharyngeal tonsils | 
are extremely hypertrophied that there is found | 
that extreme difficulty in free respiration graphi- ! 
cally described by parents as such that they are 
“ fearful that he will choke in his sleep.” 

It would seem the wiser thing before going on 
to discuss the effects of adenoid growth on the 
hearing and general health to consider the factors 
at work producing them, but I am afraid I cannot 
bring before you any scientific proof of this causa¬ 
tion. There seems to be very good reason 
(statistical) for believing that they are muck more 


prevalent than they used to be, and on philoso¬ 
phical grounds, knowing that lymphoid tissue acts 
as a barrier to sepsis, and that enlargement of lym¬ 
phatic glands is always sought for when examining 
a septic focus on the body, there is justification for 
the belief that adenoids are the response to the 
irritation of some poisonous material. However, 
I will not digress to theorise on this matter further 
than to say that on all grounds it is advisable to 
remove any cause of stomatitis in young children, 
a disease which is only seen by the medical man 
when advanced, and I am convinced that “ com¬ 
forters,” as used by the poorer class of people, are 
a prolific source of infection to babies. It is to be 
remembered that it is no unusual thing for the 
comforter to be used for a year or eighteen months. 
Look at the teeth of some mothers with young 
babies, try to think of the multitudes of bacteria 
running riot in such a mouth, then see the mother 
pick up the comforter, which her baby has let fall 
to the ground, wipe it on her gown, and then give 
it a preliminary suck before putting it back into the 
infant’s mouth. 

One other point which I think of some practical 
value in connection with this matter is this : It is 
no unusual thing to come across children juSt 
beginning to breathe with an open mouth ; it is 
very important that the attention of the mother 
should be directed to the necessity of keeping the 
child’s mouth shut. It will be no easy task from 
what I have seen, but it well repays the parent for 
all her trouble if she brings the child back to 
natural breathing. What has been said with regard 
to stomatitis applies equally to rhinitis, but this 
complication is much more uncommon. 

It is not my intention to go into the signs and 
symptoms of adenoids fully, but to mention the 
chief points about them bearing upon suppuration. 
Whether they are the result of sepsis or not they 
are certainly the means of keeping up the disease; 
highly vascular and secreting mucus, micro¬ 
organisms thrive in the crypts natural to the 
growth, whilst the child, enfeebled by breathing in 
unmoistened, uncleansed, and cold air, suffering 
from lassitude and anaemia, and with the night’s 
rest often broken by bad dreams, easily falls a prey 
to the action of a parasitic organism. Whilst this 
organism only works in the naso-pharynx, a com¬ 
paratively large space with very free drainage, no 
serious local mischief follows. Close at hand, 
however, in advanced cases, even overlapped by 
soft growth, is the opening of the Eustachian tube. 
The mucous membrane more or less swollen, the 
canal may not be closed, the organisms proliferate 
in the mucus and pass, probably by continuous 
proliferation, up the tube. Then they reach the 
middle ear, the muco-pus is excreted in large 
quantities, no exit is to be formed by the line of 
entrance so that there comes the tension giving 
the acute earache and the drum, being the line of 
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least resistance, gives way : so comes the acute 
attack. Now what happens in many cases of 
chronic suppurative otitis media is a repetition of 
this means of sepsis over a prolonged period. 
There is no recurrence of the acute phase because 
the perforation in the drum remains, but if an 
adenoid mass be allowed to remain in the naso¬ 
pharynx, however free the drainage through the 
perforation in the drum, the suppuration will in 
many cases persist, because of the continuous line 
of infection. It must be remembered, however, 
that in many cases of middle-ear suppuration 
secondary to adenoids the disease of the ear occurs 
in recurrent acute attacks, the perforation in the 
drum healing in between the separate attacks. 

To turn to the other causes of naso-pharyngeal 
sepsis they include all other causes of nasal 
obstruction. Probably this obstruction is most 
pronounced in those cases of very marked and 
irregular deviation of the nasal septum the result 
of old iujuries. Other causes are large spurs and 
swollen turbinals. In my experience I have never 
come across a case where I thought it probable 
that the ear suppuration was secondary to suppura 
tion in one of the accessory sinuses of the nose. 

' A last cause of naso-pharyngeal sepsis, usually 
the result of nasal obstruction, is diseased teeth. 
It is an extremely common thing in examining 
patients for all varieties of deafness to find them 
with very bad teeth, either as septic stumps or the 
condition of pyorrhoea alveolaris. Further, it should 
be remembered in examining the mouth it does 
not do to take it for granted that the gums # are 
clean and there are no foul stumps underneath a 
plate. I have met with one or two cases of sup¬ 
puration from the middle ear where on a review of 
the history and the condition of the nose, naso¬ 
pharynx, and mouth, I have come to the conclusion 
that the probable source of infection was badly 
septic teeth. 

A routine examination in all cases of middle-ear 
suppuration is of the greatest importance. The 
history of the case is also important, and I will 
go into these two matters now—the history of any 
case and the examination of the patient—before 
passing to the treatment which is based on the 
patient’s report of the case and what you discover 
on examination. 

It is of importance in the first place to know 
not only how long has the patient had the dis¬ 
charge when seen but if it has occurred before, and 
whether it was previously treated and for how 
long ? Whether the discharge ever ceases and 
for how long at a time? Whether the hearing 
improves in between the attacks, or whether each 
successive attack has led to increased loss in hear¬ 
ing power which persisted after the suppuration 
ceased again? It is also of some importance to 
know whether each successive attack has been pre¬ 
ceded by pain and the severity of this pain ? 


These questions properly answered will ofttimes 
give you an idea of the nature of the perforation, 
and in conjunction with the examination with the 
speculum allow you to see in your mind the 
previous history of the case. Repeated attacks of 
suppuration without pain suggest a permanent per- 
l foration, so that when the otitis is set up again 
there is no pain from tension but immediate 
drainage through the perforation. In other cases 
there has been a perforation before but it has healed 
by the formation of a thin membrane, very quickly 
giving way before the acute inflammation so that 
after pain of short duration and no great severity 
discharge comes. If the patient volunteers, as is 
I usual in such cases, that blood escaped, then it 
I suggests either great congestion of the mucous 
! membrane or the presence of granulations includ¬ 
ing polypoid growths. In the latter case it is 
i recurrent. 

I It is also important to find out if there is any 
! particular reason which is assigned for the onset 
j of the suppuration. Sometimes the history is 
| valuable where the patient says that with a 
! cold there comes a discharge from the ear or 
j ears, or that the disease started an acute attack 
1 following influenza. It must be remembered that 
I to the lay mind influenza is the name given 
| to any febrile illness associated with catarrh and 
1 general malaise, and I have had fairly recently a 
case of acute otitis media becoming chronic and 
| going on to mastoid suppuration where the pus 
showed only diplococci, which I had no doubt 
j were pneumococci; certainly no bacilli were present. 

I Then, further, a question which should always be 
asked is whether the patient is a mouth-breather ? 
i Sometimes they at once say yes; sometimes they 
! tell you that they are quite able to breathe with 
their mouths closed as long as they do not have a 
cold; other times they do not know, but on inquir- 
! ing further you find that they wake up with the 
throat dry and a nasty taste in the mouth. Where 
1 the history is not forthcoming, or you have reason 
to doubt it, the presence or absence of such a 
condition is so important that the patient should 
1 be directed to make careful observation or com- 
| mand the attention of friends, 
i After obtaining the history one turns to the 
| routine examination. The presence of any excoria¬ 
tion or ulceration of the pinna or neighbouring 
parts is first noted, but such conditions are unusual 
except in the case of children. When present they 
are secondary infections from the discharging pus 
I and quickly respond to treatment. If the meatus 
is filled with pus so that no clear view is to be 
obtained it should either be syringed out or 
cleansed by inserting a probe protected by cotton¬ 
wool, which projects a quarter to half an inch 
beyond the end. I find the best probes are the 
whalebone ones which gradually taper to the end. 
With these the wool is very easily wrapped round 
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and just as easily slipped off again. In mopping 
out the meatus by such means the ear should be 
pulled upwards and backwards. No pain is caused 
or damage produced if the wool project well beyond 
the probe and this be inserted gently. Pus lying 
over and obscuring a clear view of a perforation 
may be removed by similar means. Furunculosis 
of the meatus, when present, is usually very 
evident. It is not unusual for a patient to come 
up with this condition, complaining of the pain, 
who has never noticed or paid attention to a slight 
persistent ear discharge, and this should always be 
remembered in cases of furunculosis of the meatus, 
or the more diffuse meatitis, since when first seen 
no view of the drum may be possible. In such 
cases it should always be carefully ascertained by 
examination whether the meatal inflammation is 
secondary to suppurative otitis media, as is usually 
the case. Other conditions of the meatus easily 
noticed are stenosis, and, sometimes associated 
with it, new membranous formations. When such 
conditions are associated with persistence of the 
suppuration, as is usually the case, a radical mas¬ 
toid operation is almost certainly called for. The 
only other condition likely to be found is ulcera¬ 
tion of the skin lining the meatus with periostitis 
and granulations. 

The drum and its lesions have already been 
dealt with. The condition of the edges of the 
perforations will be noted, and where they are 
thick and fibrous in character, and not injected, it ; 
will point to long-standing and perhaps recurrent 
disease and permanence of perforation after the 
discharge has ceased. Granulations growing from 
the site of the perforation, especially if polypoid, 
claim careful notice, with a view to their special 
treatment, and if growing from above and behind, 
and especially if associated with the disease of the 
corresponding part of the meatal wall, denote attic 
disease. The presence of cholesteatomatous material 
in the meatus, either as a white filmy deposit or a 
greasy white material, should be carefully noted, 
since it immediately makes the prognosis graver. • 

In all cases where the history suggests it a care¬ 
ful palpation and percussion of the mastoid process 
should be made with a view to seeing if any 
oedema be present or pain or tenderness, but it is 
quite possible to have a diseased antrum and j 
mastoid cells without any signs on external exami¬ 
nation. When signs such as recurrent pain or 
tenderness behind the ear, or cedema of the skin 
over the mastoid, occur, they are associated with 
either obstruction to the discharge by the presence 
of greatly swollen mucous membrane, or prominent 
granulations, or the activity of the disease in the ! 
bone, whereas in the ordinary case of chronic sup- | 
puration from the ear, even though the antrum and 
mastoid cells gre involved in chronic disease, the I 
examination of the mastoid process, as mentioned 
above, is negative. I 


Now a few words on the testing of the ear in 
these cases of chronic suppuration. The usual 
thing to find on testing with the' tuning fork is 
increase of bone conductivity and Rinnd’s test is 
negative, but sometimes you will find that the 
bone conduction is diminished, and ofttimes when 
it is diminished it is markedly so. When this is 
demonstrated it will make you seriously consider 
whether or not the labyrinth has become involved. 
I saw such a case a week ago at my out-patient 
clinic here—a man complaining of complete deaf¬ 
ness in the right ear, and at times he said “ thick 
wax” came away. He denied ever having dis¬ 
charge from the ear or suffering pain in it. Inquiry 
elicited that two years previously he had had a 
severe attack of vertigo on coming down stairs one 
morning. He nearly fell but saved himself by 
holding on to the bannisters. When he got on to 
level ground again he stated that it seemed as 
though “it was rising up to meet him.” This 
acute attack of vertigo was followed by severe 
vomiting. He went to bed at once and was there 
for a fortnight. His medical man told him that 
the whole trouble was due to the diseased ear, but 
he got over his vertigo and sickness, and took no 
further advice about the ear. When he was 
examined there was found complete loss of bone 
conduction on this side, and, in fact, no sound was 
capable of recognition by this ear. The mem¬ 
brane was completely destroyed and thick pus lay 
over the inner wall of the middle ear. It seems 
probable from what was seen that the suppuration 
was of very long standing. I have had several 
other such cases, but never with the history of 
vertigo so clear. 

There is one point I would warn you about, and 
that is, not to judge the deafness of the patient by 
the first examination. If you examine the hearing 
of a patient suffering from acute otitis media you 
will usually find that is diminished so that a forty 
inch watch is only heard on contact or a short 
distance away. Yet if you treat the case you find 
that as the patient improves the discharge lessens 
and the acute inflammatory swelling of the mucous 
membrane subsides, the hearing returns, until when 
all disease has gone and the membrane has healed 
the hearing may be practically normal again. You 
will get the same effect following treatment only 
less marked in the amount of improvement in 
many cases of chronic suppuration, and examina 
tion of cases has led me to the opinion that a 
certain number of cases of great improvement to 
the hearing following mastoid operation are due 
to the fact that palliative treatment was never 
carried out sufficiently, and hence that subsidence 
of cedema of the mucous membrane of the middle 
ear failed to occur, and so no proper movement 
could follow at the oval window or in the mem¬ 
brane closing in the foramen rotundum. If you 
watch the improvement in hearing following the 
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cure of chronic suppuration and the large per¬ 
centage of cases of prolonged discharge which will 
clear up by careful and continuous treatment, and 
if you further recognise that many cases, in hospital 
patients at least, come to operation because of 
failure to treat efficiently, you will, I think, agree 
that great improvement in hearing following opera¬ 
tion probably means that if a more careful pallia¬ 
tive treatment had been carried out no operation 
would have been necessary. This is ofttimes not 
the surgeon’s fault, as I will explain when dealing 
with the treatment, to which I now turn. 

The treatment of chronic suppuration of the 
middle ear must be based on a complete examina¬ 
tion of the patient,'and though in all cases local 
treatment is essential, it will be next door to useless 
if attention is not also directed to the primary 
cause and also any general treatment to the patient 
carried out. 

It may be said at once that every case of chronic 
suppuration of the middle ear can be cured. If 
palliative treatment is not sufficient then operative 
treatment must be resorted to. Further, the im- j 
provement to the concomitant deafness will roughly 
vary inversely with the length of time the discharge 
has been present. This you will recognise as only 
a partial truth after what I have told you about ; 
the relative significance of the site of the perfora¬ 
tion in the drum. It is, I think, an important 
thing when a patient comes to see you with a 
chronic discharge from the ear, and you have 
reason to believe that palliative treatment will not 
be sufficient, to warn him beforehand that an 
operation may prove necessary. In hospital prac 
tice, where there are a large number of patients 
attending, and where, after being seen once by the 
surgeon, they may be passed on to clinical assistants 
or dressers who change periodically, a patient may 
go on syringing the ear for many months, and at 
last, finding it no better, give up treatment despair¬ 
ing of improvement. My usual procedure in bad 
cases is to tell the patient that from the history of 
the case and the appearance of the ear I am 
inclined to think that an operation will be the only 
chance of curing him or her, but that in the 
absence of indications to the contrary it is well 
worth while to give a fair trial to palliative treat¬ 
ment. If at the end of three months there is still 
discharge then the patient is to remind me, should 
I have forgotten, of the suggested operation, and 
the matter is gone into again carefully. Let me 
briefly consider the essential features which you take 
into consideration when forecasting the likelihood 
of an operation being required. They are threefold: 

(1) The length of time the ear has been (con¬ 
tinually) discharging (history). 

(2) The amount of local destruction (objective 
signs). 

(3) The loss in the powec of hearing (degree of 
deafness). 


With regard to the first two I would say that if 
the ear has been discharging for over two years 
continuously, and if the drum is quite destroyed 
or if a large perforation is associated with granula¬ 
tions, it is improbable that cure will result from 
syringing alone. The third feature to which I call 
attention, the loss in the power of hearing, cannot 
be considered in itself as any indication for opera¬ 
tion, but in cases of chronic suppurative otitis 
media of long standing, where a watch cannot be 
heard save on contact by the affected ear, it is 
justifiable to give a bad prognosis to the patient 
with regard to cure by palliative treatment. It 
may be used as a rough test by the general 
practitioner. The converse that good hearing pre¬ 
cludes the possibility of operation being required 
does not serve so well. 

First, let me deal with local treatment. Now 
the principle of this is thorough irrigation of the 
abscess cavity, so as to remove all pus, organisms, 
and epithelial debris , and thus to allow the natural 
power of the tissues to come into play to repair 
the damage. What you do is that, in the struggle 
between the natural germicidal power of the tissues 
of the middle ear and the micro-organisms at war 
with this natural power, you provide the place of 
free drainage by a periodical clearing out, and if 
you have, at the same time, removed all sources 
of reinfection, the body is quite capable of doing 
the rest for itself. You are well aware that if you 
have a septic abscess on a limb your principles of 
treatment are : 

(1) The removal of all sources of irritation. 

(2) To provide drainage. 

(3) To allow the drainage to take place into 
some protecting antiseptic. 

(4) To rest the part. 

Let us consider these principles of treatment as 
applied to the ear ; the first may be said to be 
realised partly by the removal of all causes such 
as adenoids, etc., and partly by irrigation : the 
second one by irrigation, since in the case of the 
ear there is no possibility of free drainage but 
rather a tendency to the constant accumulation of 
pus. The third one is provided for by some anti 
septic dressing in the concha, which also supplies 
the fourth necessity, rest of the part. 

Let us consider these matters more in detail 
Irrigation of the ear is most easily and safely 
carried out in the patient’s home by means of a 
syringe. In order, however, to get a good stream 
of lotion which will wash away all pus and debris 
the syringe should be capable of holding at least 
two ounces of lotion. Further, it should be a glass 
syringe, because these can be obtained quite cheaply 
and can be thoroughly cleansed, either by boiling 
or by washing them through with running water. 

I am sure the importance of this thorough cleansing 
of the syringe is worth emphasising when we con¬ 
sider that the lotions used for syringing out the 
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ears are only weak antiseptics. It is also wise to 
warn the patients that some friend should syringe 
the ear, and whoever this may be their hands 
should be washed, simply with soap and water, 
beforehand. These precautions may seem rather 
extreme, but they entail very little trouble and 
no expense. 

The lotion usually recommended here for syring¬ 
ing the ear is perchloride of mercury 1 in 2000, 
carbolic acid lotion 1 in 80 or formaldehyde 1 in 
2000 doing very well also. The frequency with 
which the ear is syringed varies with the amount 
of discharge, but it should be syringed out at least 
three times a day. 

There are certain instillations used for the ear in 
special circumstances. There are two different 
bases for these. The first is hydrogen peroxide 
(10 vols.), and this is used for breaking up drying 
pus, epithelial debris , and cholesteatomatous 
material. It is dropped in the ear (10 to 20 
minims) before syringing and allowed to remain 
untouched for five minutes or so. The basis of the 
other instillations is rectified spirit. It is put in 
after syringing, and whilst acting as an antiseptic it 
also is supposed to dry up granulations and poly¬ 
poid formations. It must be remembered, how¬ 
ever, that both these gutUe are secondary to the 
thorough cleansing with the syringe. 

In some cases giddiness occurs during the syring¬ 
ing. Such cases are usually due to the lotion 
irritating an exposed semi-circular canal, or possibly 
the membrane covering in the foramen rotundum. 
If severe the patient must lie down during syring¬ 
ing and fora short time afterwards. No force must 
be used, this being made up for by an increased 
quantity of lotion heated to the body temperature; 
also as the foramen rotundum and exposed canal are 
situated posteriorly, the stream of lotion should be 
directed along the front part of the meatus and 
preferably high up. 

The antiseptic dressing essential to the proper 
protection of a wound is furnished in the form of a 
plug of antiseptic wool, which should be put into 
the concha, and of such size that it cannot be 
pushed into the meatus. This prevents water 
running down into the meatus when washing or 
bathing, and protects from winds, etc. It should 
be changed every time the ear is syringed. 

Now as regards the removal of the cause. 
Never let a case of chronic suppuration of the ear 
leave your presence without being quite certain 
that there are no adenoids in the naso-pharynx. 
If such are present see that they are removed, and 
further emphasise the importance of breathing 
with the mouth closed afterwards, night as well as 
day. When the patient has already reached puberty 
mere removal of the adenoid is not enough to 
ensure nose-breathing. They have formed a 
habit of breathing with the mouth open and they 
find it difficult to get out of that habit. Such 


patients should have definite breathing exercises, 
i devoting a certain time at intervals during the day 
to learning to breathe with the mouth closed. 
We usually recommend here that they should lie 
on their back for a quarter of an hour three 
times a day, and give up this time to breathing 
exercises. This, of course, is the universal prac¬ 
tice. Sometimes in examining the naso-pharynx 
you find the adenoid mass almost negligible, some¬ 
times it remains as an almost fibrous mass, at 
other times as a small, soft, flesh-like projection. 
In either case it is not the cause of nasal obstruc- 
1 tion although frequently associated with a persis- 
i tence in mouth-breathing. In both types it is 
1 important that it should be removed, since it is 
quite capable of keeping up naso-pharyngeal sepsis 

Sometimes associated with adenoids you find 
hypertrophy of the mucous membrane covering the 
inferior turbinal bones. In such cases after 
removal of the adenoids an opportunity should be 
i given the patient to see if the enlargement is suffi¬ 
cient to prevent nose-breathing, and even if it does 
, an interval should elapse before proceeding to 
radically treat the swollen mucous membrane as it 
may naturally subside. 

1 Let me here remind you that in all cases where 
| adenoids or other cause of mouth-breathing has 
been or is present a careful examination of the 
condition of the teeth should be made and the 
patient sent to a dentist, if necessary, to have the 
required treatment. With the class of patient in 
hospital practice you may find septic stumps under 
; a plate. My experience here is to frequently find 
pyorrhoea alveolaris present, usually in a quite early 
stage. 

There may be obstruction to free nasal respira¬ 
tion quite independent of adenoid growth. Pro¬ 
bably the three commonest causes are enlargement 
of the inferior turbinal as a whole (mucous mem¬ 
brane covering it), enlargement of the posterior 
end of the inferior turbinal (the so-called moriform 
enlargement) and deflection of the nasal septum. 
Any of these conditions, if present, and causing 
obstruction to free nasal respiration, should be 
corrected as contributing to the cause. A large 
nasal spur may cause unilateral obstruction, but it 
is unusual to find nasal spurs as the primary cause 
of the nasal obstruction leading to naso-pharyngeal 
and oral sepsis. 

In early life adenoids cause nasal obstruction 
1 and naso-pharyngeal sepsis, and up to ten or twelve 
years of age will be found as the primary cause 
of suppuration of the middle ear. After twelve 
years of age the diminution in size is usually not 
sufficiently large, in most cases, to cause complete 
nasal obstruction, but maintain sepsis in the naso¬ 
pharynx. These remnants are uncommon after 
; the age of eighteen to twenty, and after this 
age other factors come into pldy, chiefly from 
i obstruction in the nose, as mentioned above. I 


Digitized by 


Google 




352 The Clinical Journal. ] 


MR. BOWEN. 


[Sept. 11, 1907. 


have told you about the difficulty of teaching 
older children to become nose-breathers. The 
difficulty with adults is, as you may imagine, much 
more troublesome. Sometimes you come across a 
patient who has had a big mass of adenoids as a 
child, but never had them removed. The adenoids 
have disappeared without operation, and there is 
no nasal obstruction. Yet the patient remains a 
mouth-breather because the passage of the years has 
seen the moulding of the whole face and jaw to 
produce an open mouth with least muscular effort. 

So, to briefly recapitulate, your line of treatment 
with a patient who has chronic suppurative otitis 
media without any indication for active operative 
treatment is to try palliative treatment, after 
removing any cause, for three months, prolonging 
it if there are distinct signs of improvement. The 
palliative treatment to consist of the minimum 
three times a day syringing with instillations if 
indicated and the wearing of an antiseptic conchal 
pad of wool in between the syringes. If at the 
end of three months there is no improvement then 
there is no point in deferring operation. Of 
course, before commencing palliative treatment 
you would remove any polypus present. 

In the present day two operations are carried out 
for the cure of a suppurating ear, ossiculectomy and 
the radical mastoid or complete post-aural operation. 
I can only very briefly refer to these two operations. 

The principle underlying ossiculectomy is to 
remove the carious ossicles, the malleus and incus. 
At the same time it is usual to remove the outer 
attic wall. To be successful there must be no 
advanced disease in the antrum and mastoid 
cells. Its failure is due to disease of these acces¬ 
sory cavities and incomplete drainage. It would 
appear to be indicated as a precursor to the radical 
mastoid operation, but in practice this is seldom 
so. The reason for this is that in those cases 
where palliative treatment fails the ossicles usually 
cannot be seen and are often already destroyed. 
In cases, however, where there is a posterior per¬ 
foration and signs of attic involvement without 
signs of antral mischief the operation is well worth 
carrying out. It requires the most careful and 
persistent after-treatment. 

In the radical operation the antrum and mastoid 
cells are laid open and the posterior and superior 
walls of the bony meatus* removed so that the 
middle ear and the accessory cavities are laid into 
one large cavity. The cartilaginous portion of the 
meatus lying behind would prove a barrier to free 
drainage if left, so it is turned aside as a flap. 

Now let me in conclusion deal with the indica¬ 
tions for this radical mastoid operation. The 
commonest reason for doing the complete post- 
aural operation is for persistence of chronic dis¬ 
charge from the middle ear despite palliative treat¬ 
ment. This is^much the mo^ frequent cause, and 
let me say that in hospital work you have some¬ 


times to operate because the ear gets worse during 
palliative treatment improperly carried out. Let 
me cite you such a case. A girl attended this 
hospital with double suppurative otitis media of 
long standing. In the right ear was a polypus, 
which was removed. There were no adenoids and 
no obstruction to nasal respiration. Palliative 
treatment was tried and failed. Inquiry showed 
that the girl had working hours from 9 a.m. till 
6 p.m. In the morning she hurried away to work 
and usually had no time to syringe the ear. When 
she got back at night she syringed the ear the only 
time in the twenty-four hours. The importance of 
treatment was pointed out to her, but without 
result, so that when a polypus re-formed in the 
right ear I advised her to have an operation. She 
was in hospital three weeks and a radical mastoid 
operation was performed on the right side. 
During the time that she was in, the left ear, which 
had showed no improvement outside, was systemati¬ 
cally treated, with the result that it healed up com¬ 
pletely. I have had other cases of a similar kind. 

The second indication for the radical mastoid 
operation is inability to treat the discharge thoroughly 
because of stenosis of the meatus. There are two 
principle causes for this, one a thickening of the 
meatal wall because of chronic periostitis from 
long suppuration ; the other includes those cases 
where stenosis of the meatus has followed an opera¬ 
tion for acute antral mischief. 

The third indication includes all those cases 
where there are signs of active caries of the 
temporal bone lit up in a case of chronic discharge. 
They include cases with pain over the mastoid, 
usually with some fever and general malaise, the 
mastoid also being tender to pressure, and those 
cases where there are signs of the labyrinth being 
affected, such as in the case I have quoted. Under 
this heading may also be included recurrent poly¬ 
poid formation and those cases where granulations 
are seen to project from above and behind, indi¬ 
cating attic and antrum mischief. It is by recognis¬ 
ing such cases as these in time that complications 
like extra-dural abscess, lateral sinus thrombosis, 
cerebral and cerebellar abscess, and meningitis are 
to be forestalled. 

A fourth indication is the occurrence of facial 
paresis. If taken in time, i.e. before disor¬ 
ganisation of the nerve occurs, the complete 
operation, by allowing thorough drainage with 
relief of all pressure and thorough cleansing, 
enables the nerve to recover. 

Lastly, failure of the Schwartze operation is an 
indication for proceeding beyond the opening of 
the antrum (already done) and removing the bridge 
of bone. Also in those cases of sinus over the 
mastoid where there has been no previous opera¬ 
tion, but the disease has gradually destroyed the 
outer wall of the mastoid process. 

September gfh, 1907. 
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A POST-GRADUATE LECTURE 

ON 

SOME ASPECTS OF DIFFICULTY 
IN MICTURITION. 

Delivered at the London School of Clinical Medicine 
(Seamen’s Hospital, Greenwich). 

By SIR WILLIAM BENNETT, K.C.V.O., 
F.R.C.S., 

Consulting Surgeon to St. George’s Hospital. 


Gentlemen,— I venture to think that we may 
profitably consider to-day some points relating to 
difficulty in micturition, a condition which is so 
frequently met with in practice! There are, for 
clinical purposes, two main varieties of difficulty in 
micturition. The commonest is that in which 
there is a stricture or some tangible obstacle to 
the passage of urine down the urethra. The other 
type, which is not at all infrequent, is in some 
respects more interesting, since it is in the absence 
of experience more difficult to deal with. It is the 
difficulty of micturition unassociated with obvious 
organic obstruction. On passing an instrument in 
such a case you find that it enters the bladder as 
freely and as easily as if there were nothing what¬ 
ever thematter with the patient. Nevertheless there 
occurs from time td time a difficulty in micturition 
in degrees of severity varying from a mere slowness 
in the stream to one in which there is complete 
retention. It is more particularly to such cases 
that I wish to call your attention to-day, that is to 
say, cases in which difficulty of micturition is 
unassociated with objective urethral obstruction. 
Cases of this kind consist for the most part of 
three varieties: (1) that in which the difficulty 
is sudden, resulting in acute retention ; (2) that 
in which the difficulty is what may be called pro¬ 
gressive, that is to say, the patient commences 
to micturate with perfect freedom or only slight 
difficulty, but with the passage of water this diffi- 
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culty increases until complete obstruction follows; ! 
(3) the variety in which immediate complete j 
inability to micturate is followed very gradually by 
spontaneous relief, the urine first trickling away in i 
drops and finally passing freely in a full stream. 
These are the three varieties characterised by the i 
absence of any obvious or objective obstruction in 
the urethra itself. The cases of acute retention 
without organic obstruction are interesting; they , 
do not, of course, include those in which the 
retention is due to a bout of drinking or some 
other acute cause of that type, or to prostatic 
enlargement, but are confined to those in which ! 
a man from time to time, without any particular 
reason, so far as he knows, fails to pass his water 
when he tries to do so. The following case is not 
only a good illustration of the way in which 1 
retention of this kind will sometimes occur, but 
is a capital object lesson to show the necessity 
for that sort of detective spirit in the diagnosis of 
disease which I mentioned the other day when I 
was dealing with another matter. A man, set. 28 
years when I first knew him, suffered occasionally 
from retention of urine. He had consulted many 
people about the condition, because when these 
attacks occurred he had, as a matter of course, to | 
resort to someone in order to get immediate t 
instrumental relief. A catheter, even of the largest 
size, when it was passed entered the bladder with . 
out the least difficulty. A peculiar thing about j 
the retention in this man’s case was that it did not j 
seem to distress him much. Now, in an ordinary , 
case in which acute retention of urine occurs, the ; 
distress to the patient is something very extra- i 
ordinary and striking. Nothing frightens a man 
more, in a general way, than finding suddenly 
without any particular cause that he cannot pass 
his water. But this man did not seem distressed 
at all about the t matter, but regarded it as quite an 
ordinary incident. He obtained relief when he 
wanted it and apparently thought nothing more 
about the trouble until it occurred again. That was 
his mood when I first saw him. He had, however, 
by that time become tired of this frequent retention 
of urine, and he came to ask if I could suggest some 
means by which he could be relieved of the 
nuisance, as he called it. He was a very thin, 
ascetic-looking man, and he exhibited an extra¬ 
ordinary indifference in regard to the importance 
of his condition. Upon being asked whether the 


matter distressed him much he replied, “No, but 
it is a nuisance ”—a strange attitude it seemed to 
me, and one which I could not at first understand; 
I felt certain, therefore, that there must be some¬ 
thing behind in the case which I had not got at by 
the questions I had asked him. Of course I 
passed a catheter (No. 14, English) to verify what 
he said. As he was standing before me I noticed 
on each thigh, especially on the left, a number of 
little spots which at first were suggestive of insect- 
bites. On calling his attention to these he said, 
“ I do not know what they are, but they are of no 
consequence; my skin is very irritable, especially 
on the arms.” On looking at his forearms I saw 
that he had a number of similar spots there. Several 
of these were raised, a little red and hard, and 
one had a speck of dry blood in the centre of it. 
I knew then that I had got to the bottom of the 
difficulty, and so I had, for, as a matter of fact, the 
man was a morphinomaniac ; he was in the habit 
of injecting himself frequently with morphia, the 
spots which I had noticed being caused by the 
puncture of the needle. It subsequently transpired 
that his attacks of retention of urine followed when 
the dose of the drug was larger than usual. The 
case, as you will see, was a difficult one to follow, 
and the point which led me to suspect something 
extraordinary in it to begin with was the indiffe¬ 
rence of the man to this very serious condition; 
such an acute retention of urine coming on sud¬ 
denly, as his apparently did, is, of course, under 
ordinary circumstances a more or less serious 
affair. The case conveys very forcibly this prac¬ 
tical lesson, that morphia administered in any 
large degree tends to arrest the action of the 
bladder, in other words, it may lead to retention ; 
and as individuals vary greatly in their suscepti¬ 
bility to drugs, you may find one person who will 
| stand a large dose of morphia without any effect 
upon the bladder, whilst another may suffer from 
1 retention of urine after a comparatively small dose. 

I The importance of this case is not only to show 
how astute you must sometimes be to get at the 
bottom of a difficult diagnosis, but it also has a 
very important practical bearing from a clinical 
point of view. You know that after operations in 
which pain and discomfort arise it is a common 
course to give a hypodermic injection of morphia. 
You know also that very frequently after operations, 
especially about the abdomen, retention of urine 
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occurs. As a matter of practical experience most 
of us know that retention of urine follows more com- | 
monly in cases where morphia has been given after 
operations than when it is not used. And that is, 
especially in certain abdominal cases, a reason why, 
unless absolutely necessary, it is better to avoid 
the administration of morphia after operations. ! 
Many people are so tolerant of the drug that no 
harmful effect of this kind follows even the ad- I 
ministration of large doses, but in others a very 
small dose will disorganise the bladder function. 

I have known one sixth grain of morphia given 
after a comparatively trivial operation followed by 
retention of urine. On the other hand, it is a 
noteworthy fact that if you give opium in pro¬ 
portionate doses the result is not the same. You 
may, in fact, give opium to almost any extent 
without affecting the action of the bladder. Some 
of you may have noticed if you ha\e watched cases 
after operation carefully, that retention of urine 
when it occurs varies very much in the period 
during which it persists in different subjects, and 
you will find that in those who have had successive 
injections of morphia the retention as a rule con¬ 
tinues much longer than in those who have had 
only one. The administration of morphia in rela¬ 
tion to retention of urine after operations is there¬ 
fore a very important question. 

The next case is highly instructive from another 
point of view, being a good illustration of reten¬ 
tion of urine occurring in a case in which there 
is no difficulty whatever in passing a catheter of 
any size, although an obstacle may exist to the i 
passage of urine which was not discoverable by 
the ordinary means at our disposal in examining 
a urethra. A rather fat man, of about 48 years 1 
of age, was in the habit of having attacks of acute 
retention of urine. They were extremely pain¬ 
ful because the bladder appeared to be incapable 
of holding more than a small quantity of urine. 
The attacks sometimes occurred as often as twice a 
day, sometimes only once a month. He could 
give no reason for their oncoming and no warning 
of coming trouble preceded them. The urine was 
natural in quantity and in character so far as 
appearances went. When I saw him an instrument 
passed into his bladder with perfect ease, the urine 
being normal in all respects. The cystoscope and 
urethroscope showed nothing abnormal and yet 
here was this extraordinary difficulty. Well, the 


only examination that I had not made up to this 
point was by an X-ray exposure, and I did not 
expect that this would show us anything to explain 
the difficulty. Nevertheless, thinking that it was a 
good thing to exhaust every means of examination, 
an X-ray exposure was made by Mr. Mackenzie 
Davidson. Somewhat to my surprise the X rays 
showed a stone in front of the prostate, apparently 
buried under the mucous membrane, which was 
quite unappreciable by any examination which 
could be made in any other way. As the stone was 
the only abnormal condition, the natural inference 
was that it accounted for the attacks of retention. 
Here was a case in which we had exhausted all the 
ordinary means of examining the urethra, viz. the 
urethroscope, sounds, catheters and so forth; we had 
used the cystoscope also without any useful result, 
and having been thrown back on our beam ends, as 
! it were, we resorted to an X-ray photograph which 
I revealed this stone. I think these cases must be 
uncommon. I have had a second one something 
| like it since, and they show how necessary it is to 
use every possible means for purposes of examina¬ 
tion in such cases. You may, of course, at once 
say it is no doubt very interesting, but it is difficult 
to see why a stone like this, which must have been 
more or less buried under the mucous membrane 
and out of the way, presenting no obstacle to the 
entry of the catheter into the bladder, could 
have produced retention. And without doubt it 
is difficult; indeed, I am not at all clear even now 
how the result came about, indeed, unless we 
knew that upon the removal of this stone the 
attacks of retention ceased we should not be justified 
in concluding that the retention was due to it, but 
rather perhaps to some mysterious and obscure 
nervous causes. But as a matter of fact, on getting 
rid of the stone the symptoms entirely ceased. 
This case leads me to speak of a point, by the way, 
which is sometimes lost sight of. Here was a man 
who at times could not pass his water, although 
( there was never any obstacle to the passage of an 
instrument into the bladder. Now let us leave for 
the moment the particular class of case with which 
I we are immediately concerned and consider certain 
cases of difficulty of micturition in connection 
with stricture. It is a remarkable fact—and a 
very valuable clinical fact—that in a certain number 
, of cases of stricture a patient can pass his water 
I with perfect ease in a large stream, as large as a 
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No. 9 or No. 10 English bougie, and yet by no 
means short of operation can you pass an instru¬ 
ment into the bladder. It is the reverse of what 
happened in the case of which we have been j 
speaking, for there was a case in which a man j 
from time to time entirely failed to pass his water, 
although there was no obstacle to a catheter enter¬ 
ing the bladder. On the other hand, in certain 
cases of stricture you find a man passing his urine 
with perfect freedom and yet you are not, by any 
justifiable means, able to introduce an instrument 
into the bladder, because the stricture is so dense | 
that the instrument will not pass it. This is inter- j 
esting from a mechanical point of view, and also ' 
from a clinical point of view. The reason of this 
peculiarity seems to be this : in certain cases of 
stricture, especially traumatic stricture, the fibrous 
tissue resulting from the healing of the lesion of 
the urethra appears to be placed in the manner j 
of a wedge with the apex towards the bladder so I 
that the urine when it runs along the inclined 
plane formed by this wedge of tissue gets a free 
outlet, because only a portion of the circumference 
of the urethra may be involved. But if you try to 
pass an instrument into the bladder, the base of . 
the wedge being turned towards .you, the point of j 
it runs into the base of the wedge and so is stopped. | 
Under those circumstances it is obvious that you 
may get a free passage of urine from the bladder 
and an obstacle to the passage of an instrument 
into it. The arrangement seems to act as a 
kind of valve which will let material out of the 
bladder but will not allow an instrument to pass in. 
The clinical importance of that point is this : that 
although, of course, under all ordinary circum¬ 
stances the proper thing to do in a case of stricture | 
is to dilate it; if the stricture so-called produces j 
no material obstacle to the flow' of urine from the 
bladder it is a foolish thing to interfere with it, 
because if you interfere w r ith it sufficiently to enable 
you to wffiat is commonly called dilate it you will 
only produce more fibrous tissue, because you will 
have to tear through what is already there, and you 
may then convert the condition of things into an 
ordinary stricture in which the patient has a difficulty 
in passing water whilst there is also the difficulty 
of introducing an instrument. So you see it is not j 
in every case of stricture of the urethra that you 
should necessarily follow' the classical teachings , 
and dilate; you should, in fact, rather be guided | 


by the amount of obstruction which it causes to j 
the flow of urine than by the mere fact that the 
stricture presents an obstacle to the introduction ot 
a catheter or other instrument into the bladder. 

Returning now to the point we w T ere discussing 
before making this digression—that is to say, diffi¬ 
culty of micturition when there is no organic 
obstruction so far as can be discovered—there are 
several other causes which may be operative in 
this way w'hich we have not yet mentioned. One 
of these is situated just behind the proximal end 
of the urethra. These cases are not common, still 
it is well to note that they occur, because in the 
absence of any signs of or reason for believing that 
there is obstruction, it is w r ell to know that a con¬ 
dition of this sort, although rare, may be present. 
The following case affords a good clinical illustra¬ 
tion : A man*, set. about 50 years, had from 
time to time attacks of retention of urine. 

His urethra was free, his prostate, so for as could 
be felt, w'as not enlarged, the urine w'as normal. 
Occasionally without any w'arning attacks of com¬ 
plete retention occurred. By accident he discovered 
during one of these attacks a remarkable thing, 
namely, that if he lay down on his back for a short 
time the retention was spontaneously relieved, and 
he could pass his water as if there had been no 
obstruction at all. In diagnosing these out-of-the- 
common conditions, any peculiar fact should be 
taken notice of, though in ordinary cases it is not 
advisable to allow strange facts to obscure the 
importance of common symptoms. What is the 
sort of inference which one w’ould draw' from a 
state of affairs like this? This is another ex¬ 
ample of diagnosis in which the detective spirit is 
useful. Here is a man who is walking about 
apparently well, who finds that sometimes when 
he tries to pass his w'ater he cannot do so. He 
has learnt from experience that if he lies down he 
can generally, after a short interval, pass his water 
naturally. The obvious inference to draw from 
that under ordinary circumstances is, that there 
must be something w'hich in the standing position 
falls across the mouth of the urethra, and which 
in the lying-down position, when the bladder has 
become a little relaxed and the tension is less 
about the neck of it, falls away and so permits the 
urine to flow. Having come to that sort of im 
pression in this case, and having exhausted all 
other means of diagnosis,, including the X rays 
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and the cystoscope, an exploratory operation 
seemed to be the only resource. The trouble 
ultimately became so great that we did a supra¬ 
pubic cystotomy, and found a small flap of mucous 
membrane which no doubt might have obstructed 
the mouth of the urethra in the manner of a valve. 
It was, in fact, a small flat polyp, with a wide 
base. On lying down, when the bladder was less 
contractile, this thing must have fallen away from 
the mouth of the urethra or to one side of it, thus 
allowing the urine to come away as under ordinary 
circumstances. We of course snipped the tumour 
off and the man had no further symptoms. This 
case leads me to speak of a condition which is 
the opposite to that which it illustrates. I refer 
to the difficulty of micturition often met with 
by patients when lying on the back. You know 
how difficult it is with many people, if you place 
them flat on the back, to pass frater. Many a 
man with a broken leg if placed flat on his back 
finds it practically impossible to pass his water, at 
all events for some time until he has gradually 
become accustomed to the new conditions. T his 
is especially so with men, to a less degree it is also 
the case with women. As you know, the adult 
female bladder is peculiar, not inherently, for the 
anatomical differences are too small to be worth 
notice, but from circumstances and usage. There 
is a habit among women and girls, which I under¬ 
stand is becoming less marked in these more 
liberal times, of retaining their urine for long 
periods, for obvious reasons, which leads to a 
gradual dilatation of the organ, and a weakening of 
its power of expulsion in consequence of wasting 
of the muscular tissue. The result is that the 
female bladder is very large, and at the same time 
weak and flabby. Although a woman may pass 
water easily when the trunk is upright, she very 
rarely is able to completely empty the bladder 
when placed on her back. But in the case of a 
man placed in this position, if he can commence 
to micturate he generally ends by emptying his 
bladder, unless he is suffering from enlarged pros¬ 
tate or some other organic disease. The diffe- 
ence between the male and the female in the 
matter of the ease with which they empty the 
bladder depends mainly on the following points : 
in the male, as a rule, if the bladder wall is abnor¬ 
mal in any way it is in the direction of being over- 
strong (excepting, of course, cases of paralysis) from 


' its muscular tissue having become hypertrophied, 
as the result of irritation or obstruction, temporary 
or permanent. The expulsive power in man is 
greater than in woman, at all events than in grown¬ 
up women. And in the case of the man you must 
remember that emptying of the bladder is not 
only brought about by the strength of the muscular 
tissue of the bladder; there is also a syphonage 
action in the urethra which helps the emptying 
of the viscus provided there is no abnormality 
which is obstructing the flow of urine. Thus when 
a man is placed on his back if he can once start- 
micturating he can generally empty his bladder. 
In the case of the woman this is different; the 
dilated bladder is so flaccid owing to the weakness 
of its walls that the power to expel the urine is 
j comparatively small, whilst it at the same time 
| receives no help from syphonage. Now mark the 
l clinical importance of this. Take a healthy woman 
i having the ordinary large bladder, which most 
1 women have, who is laid up by a severe operation 
or anything which necessitates absolute rest flat on 
the back ; complete emptying of the bladder is 
rarely possible, with the result that residual urine is 
constant, sometimes in large quantity. Infection 
through a short tube like the female urethra, even 
if no instrument is passed up it, is very easy, and 
as there is this constant residual urine, cystitis 
in such cases is frequently only a matter of time, 
and you will find that should cystitis of this kind 
j develop nothing will cure it but placing the patient 
in a position in which she can completely empty 
the bladder, and further, that no matter how in¬ 
veterate the condition may have been it will dis¬ 
appear spontaneously for the same reason when 
the patient is well enough to be up and about. 

Some of the most interesting cases of difficult 
micturition are those in which without obvious 
obstacle in the urethra a patient will begin 
to pass water apparently well, but before he 
has passed any quantity worth mentioning the 
stream gets smaller and smaller until it dwindles 
to a single drop, after which absolute stoppage 
occurs—in fact complete retention of urine super¬ 
venes gradually upon what at first seems to be a 
normal evacuation. Whenever that occurs you 
may be certain that the lesion which gives rise to 
it is situated in the front of the membranous 
j urethra and generally at or near the meatus, in 
l the same way you may be fairly sure that if a 
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patient starts by getting acute retention which j 
slowly yields spontaneously the lesion is in or 
behind the membranous urethra. In many of 
these cases in which complete stoppage follows 
gradually upon an apparently normal commence¬ 
ment of micturition, you will find that there is 
something wrong at or immediately behind the 
meatus, e. g. a slight ulceration or a small patch of 
eczema involving the lips of the meatus itself. 
This peculiarity in micturition under such circum¬ 
stances is explained by a curious point in the i 
anatomy of the penis which is not altogether a 
matter of common knowledge. The corpus spon¬ 
giosum commencing in front of the membranous 
urethra lies around the spongy portion of the 
urethra, and extending forwards expands to form 
the glans. The mucous membrane of the bladder 
is continued forwards along the membranous and 
spongy portions of the urethra terminating in front 
at the meatus urinarius. Beneath the mucous 
membrane of the membranous urethra is a layer 
of involuntary muscle tissue; upon reaching the 
posterior end of the corpus spongiosum (the bulb) 
this layer of muscle splits into two layers, one 
continuing forwards under the urethral mucous 
membrane; the other, surrounding the outer surface j 
of the corpus spongiosum, passes forwards and 
continuing over the outer aspect of the glans penis 
joins the other layer at the meatus, the junction of 
the two helping to form the thickened edge or 
lips of the meatus. The spongy body lies, in fact, 
between two layers of involuntary muscle tissue 
which join in front and behind. It is easy to 
imagine that any irritation applied to the ex¬ 
treme anterior end of this muscular apparatus 
largely supplied by sympathetic nerve filaments 
would cause corresponding irritation and perhaps 
spasm in the combined layers behind, and in 
practice this seems to occur; at all events it is 
possible by artificial irritation of the lips of the 
meatus to cause a “spasmodic stricture” in the 
membranous urethra. Let us see how this matter 
works out in practice: we will assume that a 
patient has at the meatus urinarius a slight sore, 
patch of eczema or some other abnormal con¬ 
dition ; the stream of water passing down the 
urethra coming in contact with the lesion causes 
an irritation, which excites immediately or gradually 
according to the acidity of the urine or sensi- 


membranous urethra resulting in retention which 
subsequently yields spontaneously, or after a 
hot bath or some other soothing treatment. In 
children, and more rarely in adults, when the urine is 
loaded with uric acid crystals, which is not un¬ 
commonly the case, the irritation of the lips of 
the healthy ipeatus, especially when it is abnor¬ 
mally small, may be sufficient to cause reflex 
retention in the manner I have described; indeed, 
in children this is probably the commonest form 
of retention met with ; it is readily relieved by the 
use of a hot bath in them, and by the same means 
j or a morphia suppository in adults. The relation of 
j the effect of irritation of the lips of the meatus to 
the treatment of stricture is very interesting, but 
beyond the scope of my present lecture. Those 
of you who are sufficiently interested in the subject 
will find a communication of mine relating to it in 
the ‘Practitioner’ for June, 1900. 

September 16th, 1907. 


! SOME SURGICAL AFFECTIONS OF THE 
RIGHT ILIAC FOSSA WHICH SIMULATE 
APPENDICITIS* 

By H. J. WARING, M.S.Lond., F.R.C.S.Eng., 
Assistant Surgeon St. Bartholomew’s Hospital. 

Mr. President and Gentlemen, —In bringing 
forward for your consideration the subject of 
“ Some Surgical Affections of the Right Iliac Fossa 
which simulate Appendicitis,” I have deemed it 
I best to deal only with those clinical conditions 
| which have recentjy come under my own personal 
observation. I shall also restrict my remarks to 
those cases in which the cardinal clinical symptoms 
of an attack of acute or subacute appendicitis have 
been manifested—by these I understand abdominal 
pain commencing usually in the umbilical or epi- 
1 gastric regions, of sudden onset and becoming 
I localised later in the right iliac fossa, nausea or 
vomiting, and rigidity of the muscles in the lower 
part of the anterior abdominal wall especially on 
the right side. 

I. Acute infective osteo-myelitis of the ilium (acute 


tiveness of the part, a reflex spasm at the j • Delivered before the Medical Society of London. 
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necrosis).—This disease, affecting the hollow por¬ 
tion of the ilium where it forms the deep boundary 
of the right iliac fossa, is a very unusual one, and 
has only been met with and recorded in a few 
instances, in fact, many of the treatises which deal 
with appendicitis do not make any reference to it 
when discussing “ Differential diagnosis.” The j 
following cases, however, are two examples of the i 
disease which have come under my notice. j 

Case i. — A man, aet. 25 years, who was a 
resident medical officer at a large hospital, asked 
me to examine him on account of an attack of I 
pain in the right iliac fossa, which had come on ; 
suddenly without any apparent cause, and had 
been accompanied by nausea and some rigidity 
of the muscles of the anterior abdominal wall in 
the region of the right iliac fossa. The patient 
himself expressed the opinion that he was suffering 
from appendicitis, and also stated that six weeks 
and a fortnight previously he had had similar 
attacks which had lasted for a short time and from 
which he soon recovered. 

On examination there was slight rigidity of the 
lower part of the right rectus abdominis muscle, 
and on deep pressure a tender area about the size 
of a shilling could be felt in the deep part of the 
iliac fossa a little above the appendicular or 
McBurney’s point. Examination of the pelvis per 
rectum revealed nothing abnormal. The tempera¬ 
ture and pulse were practically normal, and no 
other features of clinical importance could be dis 
covered. On the following day the condition was 
very little changed. The tenderness in the iliac 
fossa was less, but the patient experienced a 
shooting pain down the right thigh. A diagnosis 
of probable subacute appendicitis was made and 
the patient treated by rest in bed and a low diet. 
In a few days he recovered and resumed his 
hospital duties. A fortnight later the patient 
experienced another attack of severe pain in the 
right iliac fossa, with nausea and vomiting, and 
rigidity of the muscles in the lower half of the 
abdominal wall. The temperature on this occa¬ 
sion was ioo*6° F. I saw the patient a few hours 
later, and on examining the right iliac fossa deep- 
seated tenderness could be detected, but no sign 
of any localising swelling or tumour. The acute 
symptoms had subsided and next day the patient 
appeared to be well. Examination of the urine 
on this occasion showed the presence of oxalate 


crystals. A skiagram of the pelvis and right 
lumbar region appeared to be normal. Examina¬ 
tion of the blood revealed nothing abnormal. 
There was no leucocytosis, cultures were sterile, 
and Widal’s reaction negative. A week later the 
patient had a similar atack of abdominal pain, and 
also shooting pains down the right thigh. The 
temperature on this occasion was ioo° F., and the 
pulse 80. A consultation was held and the dia¬ 
gnosis was thought to be either appendicitis or 
periostitis of the ilium, but as the physical signs 
were so indefinite it was decided not to operate, 
but to wait and see if any further localising signs 
became manifest. During the next few days the 
pain in the right iliac fossa became less, whilst the 
temperature went up from ioo*6°F. to io 3°F., 
and the spleen became enlarged. The blood 
was again examined: it was sterile, Widal’s reaction 
was negative, and there was no leucocytosis. 
He was now seen by a physician who dia¬ 
gnosed probable typhoid fever, and he was trans¬ 
ferred to a medical ward. The following day the 
patient complained of a central scotoma in the 
right eye. Next, further symptoms of septicaemia 
became apparent and the patient died on the 
twentieth day after admission to the hospital. No 
further physical signs became visible in the right 
iliac fossa, and there was an entire absence of a 
palpable swelling throughout. 

Post-mortem, the ventral aspect of the right 
| ilium was found to be the seat of a local 
osteo-myelitis about the size of a sixpence, whilst 
the inflammatory affection extended to the over- 
lying periosteum and there was some infiltration 
of the muscle. The blood contained streptococci. 
Beyond enlargement of the spleen and the abdo- 
j minal lymphatic glands, and subcutaneous petechial 
haemorrhages, there were no other signs of disease. 
This case is of considerable interest owing to the 
simulation of appendicitis in the early stages, and 
, the difficulties experienced in establishing a correct 
diagnosis. It would have been better in my 
opinion if an exploratory operation had been carried 
out in the early stages of the disease. This would 
in all probability have resulted in a discovery of the 
j small area of diseased bone, in which case a 
different termination of the case might have been 
1 anticipated. 

j Case 2.—A case of somewhat similar character 
I was that of a boy, aet. 5 years, who was attacked with 
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sudden pain in the right iliac fossa. This was 
stated by the parents to have been associated 
with several attacks of vomiting and repeated 
nausea. The patient was kept in bed, and the 
pain continued but in a less degree, and four days 
afterwards a swelling was noticed in the right iliac 
fossa, which gradually increased in size until he 
was brought to the hospital ten days later. When 
the boy was examined a distinct fluctuating swell¬ 
ing was found occupying the right iliac fossa, 
which on rectal examination could be felt to extend . 
to the pelvic brim. The diagnosis of iliac abscess, 
possibly of appendicular origin, was made, and I 
immediate operation recommended. The swelling j 
was at once incised, and the purulent contents I 
evacuated. On examination of the abscess cavity i 
it was found to extend to the bottom of the iliac 
fossa ; and for a small area the periosteum was 
separated from the anterior aspect of the ilium. 
The appendix and the caecum did not appear to be 
connected with the disease. The abscess cavity 
was treated by daily antiseptic irrigation, packing 
with gauze and drainage. The patient made a 
good recovery. 

II. Secondary infection of tuberculous lym¬ 
phatic glands in the right iliac fossa. —Tuberculous 
disease of the deeply-placed lymphatic glands in 
the right iliac fossa may exist for some time with¬ 
out giving rise to symptoms which render detection 
of the disease possible. When enlarged lym- ; 
phatic glands in this position become the seat of [ 
secondary infection a train of clinical symptoms I 
may be manifested which superficially simulate an | 
attack of appendicitis. A case of this kind came 
under my care a few years ago. 

Case 3.— A young servant girl, set. 19 years, was 1 
sent to the hospital on account of what was supposed I 
to be acute appendicitis. It was stated that she j 
had been quite well and performing her domestic | 
duties until two days previously. She then | 
experienced acute abdominal pain mainly referred 
to the upper umbilical region, and this was followed 
at first by a feeling of sickness and nausea and then 
by vomiting. She was seen by a doctor on the 
following day. He found the lower part of the 
abdominal wall rigid, especially on the right side. 
The patient still felt sick, and now stated that the 
pain was most marked in the region of the right 
iliac fossa. The temperature was ioi° F. and the 
pulse 88. A diagnosis of acute appendicitis was 


made, and the patient sent to the hospital. When 
I saw her at the end of the second day of the 
disease the rigidity of the abdominal wall was 
present, especially in the region of the right iliac 
fossa, but it was less than on the previous day. 
Deep palpation of the right ilica fossa, however, was 
difficult owing to tenderness, muscular rigidity, 
and the fact that the patient was very fat. On 
careful examination, however, a deeply-placed 
fluctuating swelling was detected in the right iliac 
fossa, commencing a little above the central portion 
of Poupart’s ligament and extending upwards 
almost as far as the central part of the fossa. Deep- 
seated cedema over the swelling was made out. 
Examination of the pelvis per rectum and 
bimanually showed nothing further abnormal. 
The point of greatest tenderness was about one 
inch below the appendicular point. A diagnosis 
of deeply-placed acute abscess of the right iliac 
fossa was made and immediate operation advised. 
When the patient had been anaesthetised and the 
abdominal muscles relaxed the iliac swelling 
became much more distinct. An incision was 
made parallel with and about one inch above 
Poupart’s ligament, which was deepened by 
division of the successive strata of the abdominal 
wall until the parietal peritoneum was exposed. 
As the swelling appeared to be placed entirely 
behind the peritoneum the dissection was carried 
below the inferior boundary of the sac, and then 
an abscess cavity with thick walls was opened from 
below. This was found to be a mass of enlarged 
lymphatic glands in a condition of acute sup¬ 
puration. The pus was evacuated and as much 
as possible of the mass removed by dissection, 
but without opening the peritoneum. On 
pathological investigation the mass removed was 
found to be tuberculous lymphatic glands with 
secondary infection. The peritoneal cavity was 
not opened, but the caecum and appendix did not 
appear to be involved in or the seat of disease. 
The patient made a good recovery, and no further 
signs of tuberculous disease were discovered. I 
suppose that the enlarged lymphatic glands in all 
probability were originally infected from the caecum, 
but apparently no extensive disease of that 
structure was established. The simulation of the 
symptoms of appendicitis was probably due to 
extension of the inflammation to the overlying 
portion of the parietal peritoneum. 
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III. Septic infection of the right broad ligament or 
Fallopian tube with direct extension to the right iliac 
fossa. —Inflammatory diseases of the right broad 
ligament of the uterus and the right Fallopian tube 
are not infrequently mistaken for appendicitis. If, 
however, the surgeon is able to obtain an accurate 
history of the onset of the disease and the previous 
history of the patient, and a complete and careful 
physicial examination is made, mistakes ought not 
to occur, since the affections present distinctive 
and characteristic points of difference. When, 
however, the previous history of the patient is in¬ 
completely or incorrectly given, and a detailed 
pelvic examination not carried out, then the 
development of an abscess in the right iliac fossa, 
secondary to a septic condition of the right broad 
ligament or Fallopian tube may give rise to a 
sequence of clinical symptoms which simulate an 
attack of appendicitis. This is especially likely to 
occur in the case of young unmarried women who 
have suffered from a septic condition of the 
Fallopian tubes, but on account of the mode of 
causation of the affection they wilfully avoid any 
mention of or deny the occurrence of symptoms— 
such as vaginal discharge—in this connection. 
The following case is an illustration of this point : 

Case 4.—A young unmarried woman, set. 25 
years, a waitress in a city restaurant, presented her¬ 
self at the hospital on account of a painful swelling 
in the right iliac fossa, which she stated had 
developed a few days befure. According to the 
account given by the patient she had been perfectly 
well until a week previously, when, whilst at work, 
she experienced sudden and severe abdominal pain 
which was most marked in the epigastric region. 
This was followed by nausea, and in the evening 
she vomited on several occasions. She kept in bed 
for a few days and was treated for what was thought 
to be a slight attack of appendicitis. Pain became 
localised in the right iliac fossa but gradually dis¬ 
appeared, although tenderness was still present. 
The patient stated that the point of greatest pain 
was about three-fourths of an inch below the mid¬ 
point of a line drawn from the anterior superior 
iliac spine to the umbilicus. When I examined 
her I found a distinct swelling in the middle of 
the right iliac fossa, which was particularly tender 
over a small area one inch below the appendicular 
point. Deep-seated fluctuation could be detected. 
Examination per rectum revealed a tender area on 


the anterior part of the right posterior quarter of 
the pelvic brim. There was no evidence of puru¬ 
lent discharge from the vagina, and the patient stated 
that she had had no other diseases. The con¬ 
dition was diagnosed as one of abscess in the right 
iliac fossa, most probably appendicular in origin. 
An operation was advised and carried out on the 
following day. A localised abscess was found in 
the right iliac fossa, in close connection with the 
right Fallopian tube, the outer portion of which 
was dilated and filled with pus. The abscess cavity 
was evacuated and the Fallopian tube removed 
The vermiform appendix was normal and not in¬ 
volved in the inflammatory mass. Drainage and 
antiseptic irrigation were employed and the patient 
made a good but slow recovery. On further 
questioning the patient, she admitted that two years 
previously she had suffered ftom a purulent vaginal 
discharge, possibly gonorrhoeal in origin. For this 
she had been treated and thought she was quite 
cured. 

IV. Adeno-papilloma of the mucous membrane of 
the ciecum surrounding the opening of the vermiform 
appendix into the ccecum. —This unusual condition 
I have met with on one occasion, and from an 
investigation of published records it would appear 
to be extremely uncommon. 

Case 5.—The patient, an unmarried lady, ast. 
39, in April, 1905, suffered from a sudden attack 
of abdominal pain which at first was diffuse, and 
later became localised in the right iliac fossa, and 
was associated with a feeling of sickness, but there 
was no actual vomiting. The attack, which was 
thought to be appendicitis, passed off, and in a few 
days the patient had apparently completely re¬ 
covered. At the beginning of August, 1905, about 
four months after the occurrence of the first attack, 
the patient had a second attack, which, as regards 
symptoms, was similar to the first, but was followed 
by foul diarrhcea for a few days. From this time 
until August 29th the temperature was raised 
(usually between ioo°F. and ioi°F. in the even¬ 
ing). When I examined her on this date an 
oval-shaped swelling two inches in length and 
about three quarters of an inch in breadth was 
found in the right iliac fossa a little below the 
appendicular point. This was slightly movable, 
tender on manipulation, and on examination per 
rectum could be felt to extend slightly over the 
pelvic brim towards the pelvic cavity. There 
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was no evidence of fluctuation to be detected in 
the swelling or of oedema in the iliac fossa. The 
case was diagnosed as one of appendicitis, with 
the appendix enlarged and filled with purulent 
matter and adherent to, or surrounded by, a portion 
of great omentum. An operation was advised 
and carried out on the following morning. When 
the abdomen had been opened by an incision 
through the abdominal wall over the right iliac 
fossa the swelling was seen to consist of a some- ' 
what enlarged and distended appendix, enlarged 
and thickened wall of caecum and adherent 
omentum. It was thought that the condition 
was one of some form of new growth, and as j 
there was no evidence of enlargement of lym- ] 
phatic glands, infiltration of surrounding parts, 
or secondary growth in the liver, it was determined ] 
to remove all the parts involved in the disease. 
The caecum, vermiform appendix, a portion of the 
ilium at the ileo-caecal valve and the adherent I 
part of the great omentum were removed, and the 
incised margins of the ileum and ascending colon 
or upper piece of caecum joined by two tiers of 
interrupted sutures. The wound in the abdominal 
wall was partially closed and a strip of gauze 
packed in that portion of the iliac fossa from which 
the mass had been excised. Drainage and anti¬ 
septic irrigation were practised and the patient 
made a good, although somewhat slow, recovery. 
The specimen removed was found to show' a warty 
thickening of the mucosa. The condition was 
most apparent in the caecum where the thickened 
mucous membrane is thrown into deep folds and 
prominences, practically blocking the opening of 
the appendix into the caecum. The muscular wall 
of the excised portion of gut was much hyper¬ 
trophied. The mucosa of the appendix is affected 
in a similar manner, but to a less degree. Histo¬ 
logical examination showed hyperplasia of the 
glandular elements of the mucosa, and of the 
lymphoid structures of the submucosa. There j 
was no sign of tuberculosis or malignant disease. 
This patient is still well and exhibits no evidence 
of a recurrence of the affection. 

The simulation of an attack of appendicitis in 
this case can probably be explained by assuming 
that the opening of the vermiform appendix into 
the caecum periodically became bldcked by the 
hyperplasia and swelling of the mucous membrane 
and that the lumen became filled with secretion. 


V. Acute torsion of a displaced right ovary .— 
This pathological condition is a rare one, but when 
it is met with the patient may present symptoms 
which simulate an acute attack of acute 
appendicitis. I have only had experience of one 
case of this kind, and when requested to see the 
patient I was told by the doctor that it w f as a case 
of probable acute appendicitis. 

Case 6.—The patient, a parlourmaid, jet. 23 
years, unmarried, was seen on the afternoon of 
December 6th; the patient had had a sudden 
attack of abdominal pain in the region of the 
umbilicus. The pain had been severe and diffuse 
and had gradually settled in the right iliac fossa. 
There had been no vomiting or faintness. After 
the first paroxysm there was slight improvement, 
but the pain was continuous. There had been no 
constipation. 

On examination the general condition of the 
patient was found to be good. She had an anxious 
expression. The pulse was 100 and the temperature 
was 99 0 F. The abdomen was not distended, but 
there was impaired movement below the level of 
the umbilicus. There were muscular rigidity and 
j tenderness in the right iliac fossa. Immediately 
• beiow the appendix region and apparently lying in 
contact with the anterior abdominal wall was an 
oval lump about two inches by one inch in area. 
Its long axis was lying downwards and outwards. 
The swelling could be rolled under the finger tips 
and was tender and elastic. Nothing else abnormal 
was discovered. Per vaginam and per rectum a 
tense elastic tender resistance in Douglas’ pouch 
was felt. Bimanual examination was unsatisfactory 
on account of the tenderness and rigidity. There 
was an indefinite elastic swelling lying behind, 
and to the right of, the uterus continuous with 
the resistance described above. Its limits could 
not be outlined. The small abdominal lump 
was lying in front, and to the right, of the larger 
swelling. 

Operation was carried out immediately. An 
appendix incision was made, the muscles being 
divided in the line of their fibres. Immediately 
the abdomen was opened the small lump previously 
felt was seen to be an oval purple body abutting 
against the anterior parietal peritoneum. In the 
right broad ligament was found a small cyst, the 
surface of which was reddened. It contained clear 
fluid. On further examination the smaller swell- 
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ing was identified as the enlarged right ovary with 
a twisted pedicle. The gland had been apparently 
turned forwards over the cyst and was lying in a 
small pool of blood-stained serum. The ovary and 
cyst were both removed and the incision was closed. 
The patient made a good recovery. 

The specimen removed was found to consist of 
the right appendages and a thin-walled unilocular 
cyst. The tube was elongated and stretched over 
the surface of the cyst, which was of about the size 
of a large orange and lay between the layers of the 
broad ligament. The pedicle, near its uterine 
attachment, was twisted. The torsion was greatest 
at that part at which are situated the ovarian 
ligament and vessels. As a result of this torsion 
the distal portion of the Fallopian tube and adjacent 
part of the wall of the cyst were congested, and 
haemorrhages had occurred into the tissues. The 
most marked changes had occurred in the ovary 
itself. This organ was enlarged to double its usual 
size and was purplish-black on the surface. On 
section at the free pole was seen a recent corpus 
luteum and the whole of the ovarian tissues were 
infiltrated with blood extravasation. A number of 
nearly mature Graafian follicles were visible, but 
into these haemorrhages had not occurred. The 
corpus luteum was everywhere bounded by lutein 
tissue and there was no evidence that the blood 
extravasation into the ovarian stroma had come 
from it. 

VI. Hcematoma of the right ovary .—This affection 
is much more commonly met with than works on 
surgery suggest. During the past three years four 
undoubted cases have come under my care. Some 
of these have already been published in the ‘ Lancet ’ 
(‘ Lancet,’ May 26th, 1906, by my late house 
surgeon, Mr. H. W. Wilson). The symptoms in 
the early stage simulate those of appendicitis, but 
when the pain has become localised in the right 
iliac fossa the tender area and the spot to which 
the patient refers the pain is considerably below 
the midpoint of a line between the anterior 
superior iliac spine and the umbilicus. 

Case 7. —The patient, an unmarried woman, 
aet. 19 years, was admitted to St. Bartholomew’s 
Hospital on February nth, 1905, complaining of 
abdominal pain. She had been in her usual fair 
state of health up to February 9th. In the after¬ 
noon of that day, while sitting at her work, she 
was seized with sudden colicky pain in the right 


I iliac fossa which lasted for approximately ten 
I minutes. Then the acuteness of the attack wore 
off and she was left with a dull aching pain and a 
feeling of soreness in the same region, which 
| remained until the date of her admission. This 
j pain was severe and was made worse by direct 
pressure and by movement. She vomited once at 
! the time of onset and once subsequently in the 
evening of the same day. She had been more 
constipated thaji usual during the preceding week, 
otherwise no further symptoms could be elicited. 

! There was no history of any haemorrhage or dis- 
| charge from the vagina, no pain on micturition, 

| and no pain in the left iliac fossa. She had never 
| had a similar attack previously and had never 
| suffered from “ indigestion ” or from a purulent 
vaginal discharge. The catamenia had been 
j regular every twenty-eight days and of average 
1 amount. There had been no pain ; the last normal 
; period occurred from January 3rd to 6th, and had 
| since then been absent. 

On examination the patient was found to be 
i fairly comfortable. Her right leg was slightly 
drawn up. Her general condition was good ; 
although anaemic she did not look actually ill. 
The tongue was furred and showed no signs of 
, cleaning. The pulse was 112 and regular, with 
fair volume and tension ; it gradually dropped to 
94 on the second day after admission. The tem- 
i perature was 98 2° F. and it remained subnormal 
1 throughout. The breasts showed no signs of 
activity. The movement of the abdomen was fair 
but there was slight restriction in the lower part. 
No fulness was evident. There were considerable 
tenderness and muscular rigidity in the right iliac 
fossa, the most tender point being about two inches 
below the centre of a line drawn from the right 
! anterior superior iliac spine to the umbilicus. No 
actual swelling was felt. The vagina admitted two 
, fingers, there being a small crescentic hymen. No 
discharge was visible. The cervix was nulliparous, 

! the canal being closed. There was considerable 
tenderness in the right posterior quarter of the 
| pelvis. Bimanual examination was difficult on 
I account of abdominal rigidity. The uterus was 
normal in position and size; in the right posterior 
| quarter was a rounded, indefinite, elastic, tender 
swelling which appeared to be about one and a 
half inches in diameter and was separated from the 
uterus by a groove. Examined per rectum there 
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was found to be tender resistance in Douglas’s 
pouch. 

On February 13th the abdomen was opened by 
an incision rather lower than the usual appendi- 
cectomy one, the muscles being divided in the 
direction of their fibres. The appendix was found 
lying in the “ south-east ” position, and appeared to 
be quite normal except that at its tip it was attached 
to a swelling in the pelvis by a recent adhesion. 
In, and projecting from, the upper and posterior 
part of the right broad ligament was a globular, 
purplish swelling about two inches in diameter* 

It was extremely tense and contained fluid. The 
tumour was identified as an enlarged right ovary, 
over the apex of which ran the right tube with its 
fimbria ovarica attached to the swelling. A good 
pedicle was obtained, transfixed, and the tumour 
was removed. In so doing, however, the ovary 
ruptured, and about an ounce of dark fluid blood 
escaped. The left ovary feeling normal the abdo¬ 
men was closed. The patient made a good 
recovery. 

VII. Hcematoma in right iliac fossa. —A haema- 
toma of the right iliac fossa may be due to the 
application of some form of mechanical violence 
to this region, or it may arise in connection with 
the breaking down of a malignant growth, or it 
may result from the rupture of a diseased blood¬ 
vessel. The first variety, viz. that due to mechanical 
violence, will be readily diagnosed on account of I 
the history of the injury ; the second will almost in 
all cases have a history of a slowly-growing tumour 
in the iliac fossa; but the third variety, haematoma 
due to rupture of a diseased blood-vessel, may on 
rare occasions give rise to symptoms which some¬ 
what resemble those of acute appendicitis. I have 
had experience of one case of this kind. 

Case 8.— A man, aet. 53 years, was seen by 
my medical colleague at the Metropolitan Hospital 
on account of abdominal pain, vomiting, and a 
swelling in the right iliac fossa. It was stated 
that three months previously the patient con* 
tracted syphilis and suffered afterwards from severe 
secondary symptoms which commenced one month 
after the appearance of the primary lesion. For 
this he was treated. Three weeks before I saw 
him he complained of general abdominal pains 
which soon became localised in the right iliac 
fossa, and one day before admission to the hospital 
he had a severe attack of pain in the right iliac 


fossa and this was followed by a rigor. A few 
hours afterwards he was seen by the physician, 
who diagnosed acute appendicitis, and I was 
asked to operate. When I saw the patient his 
condition was clearly serious. He was very feeble, 
and pulse was 128, and the temperature 101-4° F. 
The tongue was furred. The abdomen was some¬ 
what distended and tympanic on percussion. The 
upper part moved with the respiratory movements, 
but the lower part, especially on the right side, was 
rigid, arrd there was a little bulging apparent in 
the right iliac fossa. The entire abdomen was 
tender on palpation, especially on the right and 
below. Examination of the pelvis per rectum 
revealed nothing abnormal. The diagnosis was 
now considered doubtful, and it was decided to 
explore the abdomen through a median incision 
below the umbilicus. A flattened fluctuating 
swelling was detected in the right iliac fossa, 
lying behind the peritoneum. The vermiform 
appendix and caecum were lifted forwards and 
were not involved in the swelling. This was 
thought to be an abscess in the iliac fossa in 
which haemorrhage had occured, since it appeared 
bluish in colour behind the peritoneum. The 
median incision was closed and a second one 
made above and parallel with Poupart’s ligament 
The swelling was found to be entirely extra- 
peritoneal, and on opening it a quantity of recent 
blood clot was evacuated. There was no sign 
of purulent matter. The origin of the blood 
was not ascertainable, but the upper part of the 
cavity extended almost to the lower margin of the 
right kidney. The cavity was packed with a 
strip of gauze and the external wound partially 
sewn up. After the operation the patient’s con¬ 
dition became worse and he died three days later. 
There was no further haemorrhage and no evidence 
of a septic condition. Post mortem a small 
aneurysm upon one of the lower branches of 
the renal artery was found protruding from the 
| lower extremity of the right kidney. This had 
ruptured and been the origin of the collection of 
j blood in the right iliac fossa. 

This case is an example of a rare surgical con- 
i dition, and unfortunately came under observation 
i too late to be benefited by treatment 
I VIII. Intussusception of the vermiform ap¬ 
pendix. —During the early stages of the develop- 
! ment of an intussusception of the vermiform 
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appendix symptoms may develop which suggest j 
the occurrence of acute appendicitis. The follow¬ 
ing is the case of a patient which illustrates this 
condition: 

Case 9.—A boy, aet. 9 years, came under my care 
at St. Bartholomew’s Hospital on account of severe j 
abdominal pain. According to the history given 1 
by the patient’s parents, about a month previously 
the boy received a blow on the abdomen from his 
brother falling against him. After this he vomited 
and complained of severe abdominal pain. Rest 
in bed at home for a few days and the admini¬ 
stration of several doses of castor cured him. On 
the morning of the day of his admission to the 
hospital he again had a severe attack of abdominal 
pain and vomited. When examined the patient 
appeared to be a healthy-looking bov. The ; 
temperature was 99*2, the pulse 100, and the 
respirations 20. He complained of pain in the 
umbilical region and in the upper part of the right 
iliac fossa. As he lay in bed both knees were j 
drawn up, the abdomen was rigid, and the lower I 
part of the right rectus abdominis particularly stood j 
out. No abnormal dulness was present, but there 1 
was marked tenderness on pressure, and an in- j 
definite resistance in the right iliac fossa. ' 

Rectal examination was negative, and no other 
abnormal points were noticed. The case was 
thought to be one of sub-acute appendicitis, or 
possibly ileo-caecal tuberculosis. No further 

symptoms of importance became manifest and the I 
boy soon recovered, and was discharged from the 
hospital apparently well thirteen days later. A 
week after leaving the hospital he was again seized 
with severe abdominal pain and vomiting, and a 
few hours afterwards he passed a small quantity of 
blood and blood-stained mucus peranum . He 

was then again brought to the hospital, and on 
examination an elongated swelling could be felt in 
the umbilical region extending downwards towards 
the right iliac fossa. Intussusception was 
diagnosed and immediate operation advised. This 
was carried out next morning, delay having been 
caused in obtaining the patient’s parents’ consent. ' 
When the abdomen had been opened an i 
intussusception was at once found. This was 
readily reduced by manipulation with the exception 
of a portion at the head of the caecum. As this 
could not be reduced the head of the caecum and 
the vermiform appendix were excised and the j 


parietal wound closed. The patient made a good 
recovery. The portion removed showed complete 
invagination of the vermiform appendix. 

This case is of surgical interest on account of the 
rarity of the affection, and also, in the early stages of 
the disease, the similarity of the symptoms to those 
of appendicitis. 

Other affections which I have seen associated 
with symptoms simulating an attack of acute or 
sub-acute appendicitis are : (a) acute attacks of 
pain in the course of ileo-caecal tuberculosis; (l>) 
twisted ovarian cyst of the right side ; (c) rupture 
of a right-sided extra-uterine gestation; ( d) 

typhoid fever. 

These conditions, however, can usually be 
readily diagnosed if a complete clinical examination 
be carried out, and a detailed account of the mode 
of onset of the disease and the previous history 
of the patient be obtained. 

In conclusion I would strongly recommend, in 
order to avoid as far as possible confusion of these 
clinical conditions with appendicitis, that it is 
essential when making clinical examinations to pay 
attention to the following points, viz. : (a) as¬ 
certain if possible the exact mode of onset of the 
disease and the chronological sequence' of the 
different symptoms ; (/>) consider carefully all facts 
of importance in connection with the previous 
history ; (e) make a complete clinical examination 
of the abdomen and the pelvis; (d) in all doubtful 
cases examine the blood. 

September 16th, 1907. 


Bier's Stasis Method in Osteo-myelitis and 
Tuberculous Osteo-arthritis.— Tammaso Costa 
has found that the stasis method of Bier as applied 
to tuberculous joints is not a success, and even 
results in the destruction of tissues that could be 
useful in an operation for excision. He concludes 
that in tuberculous osteitis and osteo-myelitis, with 
large loss of tissue and communications of the 
joint with the external air, the method produces 
no benefit and should be avoided. It has some 
beneficial effect in postoperative cases. The 
passive hyperaemia is of much value in closed 
osteo arthritis, and has produced excellent results, 
especially when combined with other therapeutic 
methods .—Giornale Internazionale delle Scienze 
Medic-ie; Medical Record\ vol. lxxii, No. 7. 
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SOME 

CLINICAL POINTS BEARING UPON THE 
ADMINISTRATION OF ANESTHETICS, 

WITH SPECIAL REFERENCE TO 

(1) ANESTHETICS IN DENTISTRY. 

(2) VOMITING IN ITS RELATION TO 

ANESTHETICS.* 

By L. ERASMUS ELLIS, M.D. 

1 

Mr. President and Gentlemen, —In opening 
the subject for discussion this evening I propose 
confining my remarks to one or two small sections j 
referring to anaesthetics. I.am not attempting a 
deeply scientific treatise on the question in hand, 
but shall endeavour to lay before you a few 
practical points which have mostly come within my 
own knowledge. If I appear to refer unduly to my | 
own views and experiences I do not in the least 
wish to be didactic, but crave your indulgence and j 
offer as an excuse the fact that every man in giving 
anaesthetics has his own particular troubles to meet, 
and no two people have quite the same kind of 
experience to relate. 

First of all I would ask your attention to what 
very closely affects all general practitioners, viz. 1 
the relationship of amesthesia to dentistry. The 
first question that comes to one’s mind is that of 
the most suitable anaesthetic for tooth extraction 
in general. Taking all things into consideration I 
favour the time-honoured nitrous oxide gas for 
almost every form of extraction, whether single or 
multiple. Of course the success or failure of this, 
as of all anaesthetics, depends upon its manner of 
administration. j 

There are several variations of this anaesthetic 
which may be employed, notably the following : 

(1) Pure gas alone. 

(2) (<i) Gas and oxygen ; {l>) Gas and air. 

(3) Gas and ether. I 

Of these three divisions I favour the second, viz. 

gas and oxygen or gas and air, for the advantages . 
of this method are marked. I find that the patient ; 
has rarely any unpleasant sensations in going off, j 
the length of anaesthesia is quite satisfactory, while 1 
the after-effects are practically nil. 

* Read before the Leicester Medical Society. 


The administration of these mixtures requires a 
little more attention than that of pure gas, but one 
is well repaid for the additional trouble by the 
result. Of the two mixtures, viz. gas and oxygen 
and gas and air, I find the latter so much simpler 
as regards apparatus, and the results so nearly as 
good, that I have almost entirely adopted it, to the 
exclusion of gas and oxygen. The method of ad¬ 
ministration is perfectly simple. The dental prop 
having been inserted I see that the patient’s head 
is in the right position, neither too much extended 
nor too much flexed, and instruct him to take 
steady breaths of a medium length. This is im¬ 
portant, for one notes that the style of respiration 
which exists at the time consciousness is present 
is often carried on into the state of amesthesia. 
The face-piece should be accurately applied, no 
leakage of air being allowed, and from eight to ten 
breaths of pure N 2 0 given. The gas is then shut 
off and air alone allowed for one inspiration and 
expiration. This allowance of air is repeated every 
four or five breaths, until the patient is fully anaes¬ 
thetised, which takes considerably longer than with 
pure gas alone. 

I have had to be more or less dogmatic in this 
description for the sake of conciseness, but every 
patient varies as to the amount of air required. 
Excitement must be avoided, likewise cyanosis and 
apneea. The strong man must generally be 
allowed very little air till he is nearly anaesthe¬ 
tised, whereas children and weak or anaemic Nvomen 
must have air much more freely. Every patient 
must be treated according to his method of taking 
the anaesthetic, and no rigid rule can be laid down. 

Comparing the results, whereas pure gas may 
produce, with the aid of asphyxiation, an ames¬ 
thesia of about thirty seconds, the mixture of gas 
and air, or gas and oxygen, generally produces one 
of from thirty to sixty seconds. 

Coming now to gas and ether, or ether alone, 
one naturally turns to dental operations of a fairly 
extensive nature. I do not propose to touch upon 
chloroform in this connection, beyond saying that 
I think it is generally regarded as not advisable. 
Until recently I gave ether as a matter of routine 
in extensive dental operations, but I do not now 
generally advise my patients to have it, owing to 
the risk of inhalation of septic material, which is 
most difficult to entirely guard against when the 
dentist has to monopolise the mouth. If a num- 
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ber of teeth are to be extracted I prefer to give two 
applications of gas at an interval of a few days, 
which, if successful, will probably enable the den¬ 
tist to extract six or eight teeth at each sitting, 
which in most cases suffices. The patient is thus, 
furthermore, often saved the severe upset which 
usually follows an extensive extraction under ether. 

The dangers of gas are few, but some do exist, 
and I will mention one case which came under my 
notice some years ago. A boy of about 14 years of 
age had been attending the in-patient department 
of the hospital I was then connected with for 
general glandular enlargement, including the glands 
in the neck and thorax. After an interval he came 
up to the out-patient department for the extraction 
of some teeth, no mention of his glandular con¬ 
dition being made. Gas was given him in the 
ordinary way, but he succumbed to asphyxia. I 
did not see the case till tracheotomy had been per¬ 
formed and death had just occurred, but I believe 
the unfortunate accident was due to the gas being 
given when the boy’s air passage was much con¬ 
stricted by the glandular enlargement. 

Before leaving the subject of dental anaesthetics 
one must naturally refer to ethyl chloride in 
this connection. In some ways this is an ideal 
anaesthetic, notably its absence of a cumbersome 
apparatus and its length of anaesthesia. As a rule, 
however, I studiously avoid this drug, for it has 
very decided and pronounced dangers, and we do 
not as yet know sufficient about it. As regards 
length of anaesthesia ethyl chloride has the advan¬ 
tage over gas, but not markedly so. The chief 
drawbacks to the former, however, are its uncer¬ 
tainty, markedly worse after-effects and its dangers. 
These latter cannot be disregarded. One reads 
statistics of thousands of successful cases without a 
single accident, but one cannot get away from the 
fact that a number of deaths have occurred from 
this drug, and also from the fact that the exact 
cause of some of these deaths is still obscure, 
bearing out what I said before that we do not yet 
know sufficient about ethyl chloride to justify its 
general use, especially when another anaesthetic, 
viz. nitrous oxide gas, exists, which is so nearly as 
good in its results and so absolutely safe in its 
application. 

I have purposely avoided referring to the nasal 
application and likewise the continuous application 
of gas, as I know little about these methods, but 


the little I do know does not tend to make me 
favour them. 

The second portion of this paper, gentlemen, I 
should like to devote to shortly considering the 
subject of vomiting in its relation to anesthetics * 

One finds certain types of people more prone to 
be affected than others. Dusky, flabby and 
“ bilious ’’-looking individuals belong to this class, 
while thin, spare patients, and likewise the aged 
and those wasted by disease, are not so frequently 
troubled. 

Touching the causes of this complication, from 
retching to actual sickness, I think that one must 
admit that some cases are due to an obscure idiosyn¬ 
crasy. This covers a very small proportion, however, 
for a much more important factor is the anaesthetist 
himself and the manner in which he gives the 
anaesthetic. Too slow an administration, especially 
with chloroform, will favour vomiting, while too 
concentrated a vapour of ether, given early, may 
act similarly. One may recognise that the ether 
vapour is too strong during the induction stage, by 
the way in which the patient takes it. He will 
probably cough or hold his breath, or the respira¬ 
tions may be unsteady and the patient generally 
resents the anaesthetic. In this case one should 
cease turning on the ether, and if this does not 
succeed in allaying the symptoms, the indicator 
should be put back slightly and a little air allowed 
into the apparatus by the removal of the bag. 
Should the holding of the breath continue, the 
face-piece may be removed and the lips briskly 
rubbed with a soft towel, then the face-piece may 
be replaced, when the tendency to vomiting often 
stops and the respiration improves. This lip- 
friction, I find, is a great feature in the treatment 
of both the tendency to vomit and the slight arrest 
of respiration from which patients under anaes¬ 
thesia sometimes suffer. 

Salivation under ether is often an indirect cause 
of vomiting through the swallowing of mucus, and 
on coming round, especially after long operations 
under ether, the patient generally brings up a 
larger or smaller quantity of mucus and gastric 


* In my remarks upon vomiting, while quite recognising 
that it is sometimes unimportant and sometimes really 
salutary, as relieving the patient of harmful material in 
the stomach, I adopt the attitude of arguing in favour of 
preventing vomiting, bearing in mind those cases where it 
is important to guard against this complication—L. E. E. 
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juice, often stained with bile. This may be miti¬ 
gated by the corner of a towel tucked into the 
dependent cheek, the head being on one side, 
which, by its capillary action, will syphon out a 
certain quantity of mucus, but if this latter be 
excessive throat swabbing will have to be resorted 
to as well. The head should be kept low in a 
line with the body, so that any fluid in the mouth 
does not easily find its way into the oesophagus and 
trachea. If salivation be very profuse and trouble¬ 
some it may be necessary to change from ether to 
chloroform. This change should, however, be 
performed with great caution. Provided it does 
not interfere with the surgeon, I usually allow the 
patient to come round till the coughing reflex is 
obtained and the upper air passages thus cleared. 
This is important, because the amount of obstruc¬ 
tion offered by a collection of mucus at the entrance 
of the trachea, which may be safe under ether, 
becomes absolutely dangerous under chloroform ; 
while further, an overdose of chloroform is more 
easily given while the patient is breathing vigorously 
from the respiration being stimulated by the ether. 
This change of anaesthetic, however, is not wholly 
advantageous from the point of view of preventing 
vomiting, for while this complication is rarer after 
chloroform, yet it often occurs more subtly, is 
more serious and depressing, and sometimes per¬ 
sists longer, than after ether, while syncope, which 
may occur with vomiting under any anaesthetic, is 
more liable to happen with chloroform. I might 
also incidentally mention that a very subtle kind 
of vomiting sometimes occurs under anaesthesia in 
cases of acute intestinal obstruction. 

Symptoms usually, however, precede this com¬ 
plication. The breathing becomes shallow, or the 
breath is even held for some little time ; swallowing 
movements, pallor or cyanosis may occur, also 
depression of respiration and circulation and a 
dilated pupil. It will be noticed that several of 
these symptoms arise when an overdose of chloro¬ 
form is being given, notably, depression of respira¬ 
tion and circulation, pallor and a dilated pupil, and 
it is only by certain signs and the general “ feel ” 
of the case that one can tell whether these 
symptoms be due to an overdose or to too little 
anaesthetic. I use the term “ the feel of the case,” 
to try and explain what is a little difficult to 
express. In giving anaesthetics practical know¬ 
ledge is essential—no amount of reading or theory 


j will suffice ; no exact rules can be laid down, for 
each person takes the anaesthetic differently, and 
1 it is only by observing a number of cases that one 
can anticipate and so prevent difficulties and 
complications by^ what I term “ the feel of the 
case.” 

Before closing it is necessary to refer to the 
influence on vomiting that is exercised by the 
kind of operation which is being performed. 

I Thus, in operations for “glands in the neck,” 

' when with the other deep structures the pneumo- 
gastric nerve is likely to be pulled upon or irri¬ 
tated, or salivation may be aggravated by irritation 
t of the chorda tympani, a deep state of anaesthesia 
i may be required to guard against vomiting. This 
also holds in some abdominal operations, when 
the peritoneum is much pulled upon, or the 
stomach and the structures around its attachments 
are interfered with. 

Moving the patient either before or after the 
l operation sometimes causes vomiting. It is, there- 
I fore, always preferable to anaesthetise the patient on 
the operating table rather than in bed, as moving 
I him on to the table may induce sickness. If, as is 
sometimes the case, it be absolutely essential to 
induce the anaesthesia before placing the patient 
on the table, then the anaesthetic should be pushed 
and the patient put deeply under before the move 
be effected. 

I have above incidentally referred to some 
methods of treating this troublesome complication, 
i but there are others I have not had an opportunity 
of mentioning. Certain prophylactic measures are 
I sometimes adopted. Of course, the patient must 
never have anything by the mouth for some five 
hours before the operation except a few sips of 
! water or a little ice. Milk, egg or beef tea are 
not desirable as forming the last meal of the 
patient previous to operation. Milk sometimes 
I remains in the stomach for hours,while a peculiar 
j feature about beef tea is, that though it may have 
left the stomach if given some hours beforehand, 
i yet that viscus sometimes remains in an irritable 
condition owing to this form of fluid diet. 

Washing out the stomach, either before or after 
: the induction of anaesthesia, may be adopted, but, 
except in the case of gastric operations, it is, I 
think, rarely done. 

Chloretone given before is said to prevent vomit¬ 
ing after the anaesthetic, and it may be tried as a 
gastric sedative subsequent to operation. 

Of the measures which may be adopted to 
prevent post-operative vomiting, strong hot coffee, 
iced champagne, or hot water with a large dose of 
sodium bicarbonate may be given by the mouth, 
while an injection of morphia may, with caution, 
be administered hypodermically, or an injection ot 
I chloral and bromide may be given by the rectum. 

September 16 th, 1907. 
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ON THE 

EXCISION OF TUMOURS OF THE 
CHEST-WALL. 

A Clinical Lecture delivered at St. Bartholomew’s 
Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen, —I lecture to-day upon two cases 
which are of rather unusual nature. In my own 
experience, operations for the removal of.tumours 
of the chest-wall have been comparatively rare, 
and I have reason to believe that they have been 
rare in the experience of others also. For instance, 
Tilmans, in his great work on operative surgery, 
mentions 56 cases of removal of tumours of the 
chest-wall, and in which the thoracic cavity was 
opened, and these seem to have been all the cases 
of which he could collect any records. He says 
that of those 56 cases, 17 speedily died, that 17 
relapsed after short intervals, but that 19 were 
cured. If you look at other works upon the 
subject, such as those of Duplay and Reclus, or 
the more special books dealing with the operative 
surgery of the chest, you will find that tumours of 
the chest-wall are not common, and that operations 
for their removal are still less common. If a 
surgeon is called upon to deal with an unusual 
class of case, it is obvious that he cannot fall back 
upon his own experience as a guide in that 
particular disease. Hence it becomes necessary 
for him to fall back upon his general information. 
The general information at my disposal about 
tumours of the chest-wall is fairly extensive. First 
of all I would say that, confronted with a tumour 
of the chest-wall it is wise at once to try and find 
out whether it is, or is not, due to one of the 
infective diseases. Many of the tumours prove to 
be abscesses connected with the interior of the 
chest, or in other words are pointing empyemata. 
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I remember seeing a tumour of the chest-wall 
which for a time I thought must be a sarcoma, but 
which disappeared under the continuous admini¬ 
stration of iodide of potassium, and which I 
therefore suspect w r as a gumma. Again, I 
remember one in a patient who was under the care 
of Mr. Alfred Willett, which was diagnosed by 
some to be sarcoma, but which was explored by 
him and found to contain a foreign body. Several 
kinds of connective-tissue tumours grow in the 
chest-wall, exostoses of which are sometimes met 
with. A student of this hospital had an exostosis 
connected with the cartilage of the second rib, and 
which for some time was suspected to be a sarcoma. 
However, the examination of the rest of the body 
showed that he had projections at the angle of the 
jaw, at the external occipital protuberance, and 
therefore one could not help thinking that his 
tumour was, after all, some congenital form of 
exostosis. Enchondromata are also met with in 
the vicinity of the costal cartilages; also fibrous 
tumours; and last of all, sarcomata such as that 
which I am about to describe to you. The 
tumours of the chest-wall which are met with more 
frequently than any others, but not often at a stage 
suitable for surgical treatment, are carcinomata 
which have followed carcinoma of the mammary 
gland. It has over and over again fallen to my 
lot to see patients with growths in the sternum, or 
in the chest-wall, but who were not suitable 
subjects for operation because they had carcinoma 
growing in other parts of the body as well. If I 
knew that a patient had carcinoma growing in the 
sternum alone, I should not hesitate to attempt its 
removal. 

The first case to which I am about to refer was 
that of a carcinoma of the chest-wall following 
upon a carcinoma of the breast. The history was 
as follows, and it is very instructive : The patient, 
towards the end of the year 1900, was known to 
have a tumour in the right mammary gland. That 
tumour had been known to have grown for 
eighteen months. An operation was performed 
and the tumour removed in loco , with a portion of 
the mammary gland. After that tumour was 
removed it was examined and found to be a duct 
carcinoma. Observe, it was removed and not 
examined until after the wound had healed, when 
it was found to be a cancer. I used the expression 
“ duct carcinoma.” The fact of calling a thing a 


j carcinoma at once brands it as a malignant growth 
! which will spread in its own vicinity, which will 
I ultimately degenerate and ulcerate, will pass into 
j the neighbouring lymphatic glands and tissues, 

! and will ultimately invade other parts of the body 
I of the patient and kill him or her. You might ask 
1 “ Must that always happen ? ” I should say that 
| in medicine and surgery we cannot state that a 
thing always happens. It is impossible to speak 
of certainties ; you can only speak of strong proba¬ 
bilities. It is possible for a cancer to disappear, but 
1 it is highly improbable, and therefore you act on the 
belief that it will run the ordinary course, and end 
| in the death of the patient. I use the expression 
' “duct carcinoma,” and by duct carcinoma I 
mean a carcinoma growing in a duct. There 
is nothing very striking about the growth of 
a carcinoma in a duct. A carcinoma growing 
in a duct might stop in the duct a little longer 
than it would if it were merely growing in 
the gland lobules, but as a matter of fact a duct 
j carcinoma does not remain long in the duct; it 
1 soon passes into the neighbouring lymphatics and 
proceeds exactly as any other cancer would. I 
have mentioned to you before the case of a 
j patient who had a minute carcinoma in one of the 
1 ampullae of the mammary gland. It could not be 
| more than a quarter of an inch across. It was 
1 found by making an incision and removing the 
j little sac in which it lay, and making there and 
I then a microscopical examination, as I hope 
■ now-a-days will always be done in any doubtful 
case. On that occasion the whole mammary gland 
was removed as well as the whole of the lymphatics 
of the arm-pit. It was found at the time that 
many of the lymphatic glands of the arm-pit 
already contained carcinoma, although the primary 
growth itself was so minute, being barely a quarter 
, of an inch across. So if anyone desires you to 
think that a duct carcinoma is less malignant than 
1 any other form of carcinoma, I advise you to 
assume an attitude of scepticism. Perhaps duct 
carcinomata are diagnosed a little sooner than are 
1 other kinds because the patient has a blood-stained 
j discharge from the nipple. Carcinoma is a very 
j vascular structure, the blood-vessels are capacious, 

| with thin walls, and it easily bleeds, and the blood 
escapes from the nipple easily. It is alarming for 
j anyone to see blood escaping from the nipple, and 
I indeed from any aperture of the body. Therefore 
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people who have duct carcinoma seek the advice 
of a doctor sooner than do those who have an 
ordinary small nodule of the breast. The next 
step in that patient’s case was this: A month 
after this tumour had been diagnosed an operation 
was performed on the breast. I cannot help 
thinking that the surgeon who performed that 
operation on the breast had an impression in his 
mind that duct carcinoma was less malignant than 
other kinds, for the operation which was performed 
was a partial one, with the removal of a considerable 
portion of the mammary gland and the lower 
axillary fat and lymphatics. A year after that the 
patient returned, and she then had nodules of 
carcinoma growing on the chest-wall to the right of 
the sternum and underneath the scar of the 
previous operation. I undertook the removal of 
this growth of the chest-wall, being fully aware at 
the time that the operation might prove very 
extensive. Now, before removing a large area of 
the chest-wall it was desirable to have clear 
notions as to what the outcome might be. I have 
already told you that my own experience is not 
very large. I was well aware that surgeons in 
general have a great dread of making wounds into 
the thorax, chiefly because of the effects of the 
entrance of air into the chest. Well, I have had 
experience on various occasions of the entrance of 
air into the human chest; I have no doubt many 
here have had a similar experience. I have 
myself seen small punctures made in the chest 
during the course of operations, and have observed 
that those small punctures were not followed by 
the slightest ill result. Next, on several occasions 
I have had to perform what is called trans- 
diaphragmatic or trans-thoracic laparotomy, that is 
to say, in order to explore the convex surface of 
the liver I have made an incision below the right 
scapula, removed considerable portions of the ribs, 
and endeavoured to unite the parietal pleura and 
the diaphragmatic pleura, and proceeded to 
explore the back of the liver. During these 
efforts I was never particularly successful in 
preventing the entrance of air into the thorax. 
Air entered at the punctures made by the 
needles in putting in the silk to bind the 
parietal pleura to the diaphragm. At all events, 
the usual outcome of my efforts was that the right 
thorax became full of air, but I did not observe 
that this entrance of air was attended with any 


very serious immediate or remote consequence. 
Then we have experience of the entrance of air in 
cases in which the chest is opened to let out fluid. 
When patients with empyertiata have been placed 
in a proper attitude and have had the anaesthetic 
properly administered, I have failed to observe 
that the opening of the chest and the entrance of 
considerable quantities of air had any marked 
effect upon either the pulse-rate, or upon the 
colour of the patient. A patient who had double 
empyema sat up in bed with air going freely in 
and out of both sides of the chest. And yet with 
the exception of a very rapid pulse, which I 
believe was due to other causes, and with the 
exception of the respirations, which were very 
rapid, amounting, I think, to 40 per minute, that 
child’s condition was not critical on account of the 
entrance of air. Mr. Cross told me the other day 
that he was called upon to give an anaesthetic to a 
patient who was about to have both sides of the 
chest simultaneously opened for empyema. He 
prepared his mind for the worst, and yet the 
patient endured that operation comparatively well. 
With that kind of knowledge in my mind, you can 
easily believe that I am not alarmed at the prospect 
of entrance of air into one side of the human 
thorax. Nor am I particularly alarmed or anxious 
as to the amount of shock which such operations 
are likely to cause. I do not myself believe that 
operation on the chest-wall for the removal of 
portions of ribs or other structures is likely to be 
attended with a dangerous amount of shock. As 
I regards haemorrhage, surgeons surely do not recoil 
| from haemorrhage, and above all from haemorrhage 
, from the chest-wall. With a sufficiently wide 
wound, and with a proper light, there is no 
haemorrhage from either the intercostals or from 
the internal mammary arteries which could not be 
controlled. The dangers from haemorrhage are 
not at the time of the operation, but afterwards. 
One of the most essential features in an operation 
on any cavity is to see that when the wound is 
closed it contains no blood. Human blood, 
whether it is septic or whether it is not septic, is 
certain to clot and undergo a series of changes. 
Blood-clot may bring about prolonged and trouble¬ 
some inflammation in its neighbourhood. Of 
course, if it becomes septic or infected, then other 
changes may ensue. I cannot imagine anything 
better than blood-clot for the culture of the 
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bacteria. Before anyone attempts to remove a 
tumour of the chest-wall, some other conditions 
must be fulfilled. One of the first conditions of 
the removal of a tumour, not only from the chest- 
wall, but from any part of the human body, is that 
the whole of it should be removed. Therefore, 
on the occasion of the removal of this duct 
carcinoma of the chest-wall, I proceeded to make 
an exceedingly wide incision by cutting through 
the costal cartilages at least an inch from the 
margin of the tumour, through the ribs far to the 
right. Then we could see perfectly well the whole 
of the right dome of the diaphragm ; w'e could see 
perhaps one third of the lower half of the right 
lung, which was not altogether collapsed in the 
way in which you would expect it to be. And 
whilst I was fashioning a flap to close in this 
extensive wound in the chest we stopped the 
opening by putting inside the thorax four good- 
sized sponges. So it is clear there was a wide 
window in the chest-wall after I had removed the 
tumour. That brings me to another point. Not 
only must the removal of the tumour be absolutely 
complete, but it is clear that you must be able to 
close the wound again. In this case the skin was 
involved in the growth, and therefore much had to 
be removed. I got over the difficulty of closing 
the wound by sliding a flap of skin up from the 
abdomen. Flaps to close a wound such as this 
have to fulfil certain conditions. First they must 
have a very wide base. Obviously a flap with a 
very wide base is more certain of a proper supply 
of blood than one with a narrow base, and you 
must remember that for a time the flap has nothing 
beneath it but air, and therefore it is dependent 
upon its own base for its blood supply. It is not 
like the flaps which you may often see me slide up 
after extensive removal of the breast. They are 
going to be put down on to the chest-wall, to 
which they will speedily adhere and derive a supply 
of nutriment. The next condition which the flap 
must fulfil is that it must be thick. Obviously a 
good thick flap is more likely to be properly sup¬ 
plied with blood than one which is thin. And in 
making the flap mind you do not turn the edge of 
your knife towards it on any occasion. If you do. 
it will be what surgeons call a scored flap, and 
some part of it may be deprived of its nourish¬ 
ment. The third condition which this flap must 
fulfil is that it must be a proper fit. If it does not 


fit you cannot fulfil what I believe to be an essen¬ 
tial point in the removal of tumours of the chest- 
wall, namely, that the wound must be hermetically 
sealed. These various points were fulfilled in this 
instance, for I need hardly say that I took great 
care in the arrest of the haemorrhage. Every 
i minute vessel was tied in case, during recovery, 
i the patient were to cough, which is very likely to 
happen, or during the reaction the heart were to 
beat faster and harder and so some small haemor¬ 
rhage might take place in the pleural cavity. Any¬ 
thing more pernicious than the presence of blood 
in the pleural cavity it would be difficult for me to 
imagine. Lastly, a condition which has to be 
j fulfilled, and which is obvious, is that the operation 
| must be performed under aseptic conditions; and 
in that I include the use of chemicals. I do not 
believe it is right in a city such as this, and in this 
i ancient city hospital, to perform these operations 
, under what some call aseptic conditions. 

| If I have made it clear to you so far, I may 
now state what I mean when I say that the flap 
must fit and the wound be hermetically sealed. 
The hermetical sealing of a wound, to my mind, is 
easy, for every particle of the margin of that wound 
can be brought together with a continuous suture 
of fine silk ; and after that a further aid to the 
sealing of the wound is available, because, as you 
are aware, we apply a quantity of tissue-foil over 
our wounds for the purpose of excluding air from 
the outside, a measure which is particularly effi¬ 
cacious. This patient, I think you will agree with 
me, had a rather extensive operation performed, 
and she never seemed, as far as I could tell, to 
resent the fact that the right side of her thorax 
had been full of air. So far as we could tell, all 
the pneumothorax had disappeared within twenty- 
four hours, and her progress after the operation 
was exactly the same as the progress of any patient 
who had had an operation of moderate severity 
performed. Her subsequent history was rather 
sad, because three months afterwards she came in 
with a nodule in 'the remaining mammary gland. 
That was examined and found to be a spheroidal- 
celled carcinoma undergoing colloid change. There 
is nothing very startling in that, for the mere 
histology of these various carcinomata goes for 
very little indeed. The whole of her left mammary 
gland, pectorals and lymphatic glands were re¬ 
moved, and she remained well for a year. Then 
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she came back, and it was obvious that the right 
side of her thorax contained a quantity of fluid. 
A little of that was drawn off, and it was found to 
be tinged with blood, so we could not help inferring 
that the carcinoma had continued to grow upon 
her pleural surface. You know that carcinoma of 
a serous membrane is one of the worst types of 
carcinoma. First of all, serous membranes are 
abundantly supplied with lymphatics, so that the 
cancer cells from the growth easily get disseminated 
over the serous membrane. Should any shedding 
of cancer cells take place from the cancerous nodule 
these can be carried into various parts of the serous 
membranes and implant themselves. Sometimes 
in carcinoma in the upper part of the abdomen 
the cancer cells fall into Douglas’ pouch, and which 
has been described as the sink of the abdomen, 
and there propagate and grow. I think the 
removal of that carcinoma of the chest-wall was 
justified by the result. What the word “justified ” 
means to different human minds I cannot tell, but 
I venture to think that the first duty of a medical 
man is to save a person’s life, and his second duty 
is to prolong it. I do not think it is part of his 
duty to proceed into long ethical discussions as to 
whether or not he is justified in his attempt. 

I will proceed now to speak of the second case 
about which I propose to lecture. That was the 
case of a girl, set. 17 years, who had an extensive 
spindle-celled sarcoma of the left side of her chest- 
wall. That the tumour was extensive I think you 
will agree with me, because here is the portion which 
I removed and which they have kindly sent down 
from the museum. You can see the fifth, sixth, 
seventh and eighth costal cartilages at their junction 
with the sternum, divided close to the sternum, 
and there are portions of ribs extending out from 
that, seven to eight inches long ; the longest one, I 
suppose, is probably the sixth rib. This tumour 
did not project much upon the surface of the 
body. There was a small elevation there, but 
when the tumour was percussed the chest in its 
immediate vicinity was ominously dull. In addi¬ 
tion we could not hear much air entering for some 
distance from the place where the tumour projected. 
We knew it was spindle-celled sarcoma because 
Mr. Gask had made an incision and removed a 
small portion for examination. One thing seemed 
to me clear. First of all, that the tumour was a 
very formidable one. Next, it seems to me clear 


that the patient was sure to die of the disease unless 
something was done. Her relatives and friends 
were informed that the operation was one of 
extreme gravity, and that she might die on the 
table. Different people, perhaps, have different 
notions, but upon the whole I would rather die of 
an operation on the operating table than die in bed 
of spindle-celled sarcoma of the chest, diaphragm, 
lungs, pericardium, and so forth. Having proceeded 
thus far, with the help of Mr. Gill, and with the 
help of Mr. Gask, to whom also I am indebted, I 
proceeded to endeavour to remove this tumour. 
The first step was to try and find out its extent. 
So I made a long incision, perhaps twelve inches 
long, commencing at the junction of the seventh 
costal cartilage, with the sternum, running along 
the costal margin till I had reached, I suppose, the 
tenth rib. I then proceeded deliberately to 
open the abdomen. I cut through the oblique 
muscles and pushed the peritoneum inwards off 
the diaphragm. That enabled me to put my hand 
underneath the diaphragm to see how far this large 
tumour went back into the thorax. I was able to 
assure myself of this : that I could get my hand 
behind the posterior margin of the tumour, and I 
further ascertained that the posterior margin was 
very clearly defined and I could put my hand 
behind it. It was not obviously growing into any¬ 
thing else. But when my hand was between the 
peritoneum and the diaphragm I felt that the tumour 
was very, very close to the heart, and the apex 
of the heart lay upon it. I knew it was not 
adherent to the heart itself, because the heart was 
perfectly normal in all its beatings. And I did not 
particularly recoil from the possibility of having to 
remove part of the pericardium, because I know 
from my reading how freely the pericardium has, 
at various times, been handled by surgeons. A 
late colleague of mine, Mr. Allingham, was one of 
the first in this country to deliberately expose the 
pericardium through an abdominal incision, empty 
it of pus and drain it. The same operation has 
been done by many others. The pericardium has 
frequently been opened for the evacuation of blood 
and for the suture of wounds of the heart. I do 
not think there is anything particularly mysterious 
about the human pericardium. Having decided 
to proceed, the costal cartilages were cut through 
close to their junction with the sternum, and then 
the ribs were cut through a long way behind the 
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tumour, which could then he pulled towards the | 
left. This, of course, made traction on the dia- ! 
phragm and upon the pericardium. In removing ■ 
the portion of it which infiltrated the left side of 
the diaphragm the peritoneal cavity was opened, j 
I do not think that was a matter of any conse¬ 
quence, because an opening in the peritoneal 
cavity is quickly closed with a continuous suture, j 
But as we proceeded I became aware of the fact 
that I had removed the apex of the pericardium, 
which, as you are aware, runs down a very long 
way towards the left nipple, extending a little way j 
into the muscular part of the diaphragm. When ! 
the pericardium was opened I think it had rather I 
a distracting effect upon the heart. It occurred to I 
me at this stage that the heart, which had been 
beating rather fast, became tumultuous. But the 
opening was closed temporarily by pressure forceps, 
and afterwards with a continuous silk suture. 

I thought myself at the time that it was very 
important to immediately make pressure on the 
margin of the cut ends of the pericardium with 
pressure forceps, not so much to prevent air j 
entering the pericardium, but to prevent any 
haemorrhage into it. I have already expressed to 
you my sentiments concerning the presence of 
blood in any of the serous cavities of the body. 
After we had arrived at this stage of the operation 
we perceived that the tumour was adherent to the 
lower lobe of the left lung, and therefore it became 
necessary to remove a considerable portion. I 
believe many people are under the impression that 
the lung is very apt to bleed freely if it is cut into, j 
I should think that incisions near great vessels and j 
great bronchi may bleed, but my knowledge of 
anatomy teaches me that the further I get towards 
the periphery of any organ the smaller are its blood¬ 
vessels, so I had no hesitation in cutting off a large 
piece of lung to free this tumour. At one stage of 
this operation Mr. Gill informed me that we had 
three serous cavities open at the same time. The 
wound in the lung bled moderately, and was 
effectually stopped by smearing the lung with the 
actual cautery. My fear was not that haemorrhage 
should occur at the time, but that there might be 
oozing afterwards. After the removal of this 
tumour and the closure of the hole in the peri¬ 
toneum and the hole in the pericardium, the next 
step was the closure of the wound in the thoracic 
wall. But here I did not meet with the difficulty 


which I had upon the previous occasion, because I 
had not removed the skin of the thorax, and there¬ 
fore the operation was easily completed now by 
bringing together the margins of the wound with a 
continuous suture, and sealing it hermetically with 
the silver foil. This patient, of course, went back 
to bed in a state of very serious collapse. But 
she went back to a ward where there are most 
efficient nurses and sisters, and she was accordingly 
properly looked after, and she was not long in 
recovering from her shock. Nevertheless, five 
days afterwards her pulse was 140 and she was 
very breathless. On the fifth day the Sister told 
me she was sitting up in bed helping another 
patient to skein wool, so clearly she had recovered 
from the shock. And on the sixteenth day the 
note says she was up, and shortly afterwards she 
left the hospital. Now, that operation was per¬ 
formed on September 9th last, and she came up 
to see us on March 7th. On the latter date 
she had come from Camberwell. She had grown 
taller and fatter, and was of a very good colour. 
She came up to see me because, she said, she was 
tired of doing nothing and she wanted to return to 
work. So I cannot help inferring from that that 
her bodily vigour had certainly returned. Lastly, 
Mr. Roberts kindly examined her heart and thorax 
and said that he could discover nothing abnormal. 

Now, I venture to think that even if that poor 
girl does die of her disease, that at all events it 
was worth while to have gone through that opera¬ 
tion and to have had some months’ comparative 
happiness. I venture to think that there is a 
chance that her disease will not recur, and my 
reason for thinking that is this : I took care in my 
removal of parts at the operation to keep as wide 
a margin from the diseased tissue as possible, 
and further than that, Dr. Thursfield kindly 
remained during the course of the operation and 
he gave me an immediate microscopic report of 
pieces of tissue, so that when he told me there 
might still be some sarcoma left in the diaphragm 
1 I removed some more, when he told me there 
■ might still be some more sarcoma left in the lung 
! I removed a piece more lung. And so I hope 
1 that, after taking such care to keep wide of the 
i disease there will be no recurrence. But whether 
! that does occur or not wc have done our best.* 

* I regret to add that about six months after the opera- 
j tion there was evidence of growth in the vertebral canal. 
I am much obliged to Mr. Sydney Scott for his notes of 
both of these cases. 

| September 23rd, 1907. 
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URIC ACID AND THE PURIN 
BODIES.* 

By W. LANGDON BROWN, M.A., M.D., 
M.R.C.P., 

Physician to the Metropolitan Hospital; Medical Registrar 
and Demonstrator of Morbid Anatomy and Physiology 
St. Bartholomew’s Hospital. 

Gentlemen,—I propose to discuss what is known 
of the ways in which uric acid and allied substances 
behave in the body, so as to afford you reasonable j 
data on which to form your own opinions as to their j 
significance in disease. Our patients often seek or i 
wish to impart information on this subject, which 
is one that has a peculiar fascination for the lay J 
mind. There is something about the subject of 
uric acid, as there is about the subject of alcohol, | 
which seems to turn the mildest-mannered man 
into a heated partisan. My chief qualification for 
the task I am undertaking is that I hold no brief : 
for any of the contending parties. For there is no 
substantial agreement among authorities—thus, my ’ 
colleague Dr. Haig seems to regard it as the cause \ 
of nearly all the ills that human flesh is heir to, j 
while Dr. Luff regards it as a harmless by-product 1 
of metabolism. Between these two points of view ^ 
there is plenty of room for the exercise of private 
judgment. 

IVhat arepurin bodies ? —Fischer gave the general ; 
name of purins to bodies containing the nucleus 
C.-N 4 , which will yield two urea molecules on 
oxidation. Only twelve different purins are known 
to exist in nature, though 146 have been prepared 
in the laboratory. The most important ones are 
Oxy-purins Hypoxanthin . C 5 N 4 H 2 0 

Xanthin . . C 5 N 4 H 4 0 2 

Uric acid . C 5 N 4 H 4 0 3 

Amino-purins Adenin . . C 5 N 4 H 4 NH 2 

Guanin . . C 5 N 4 H 4 O.NH 2 

Methyl-purins Theobromime . C 5 N 4 H 2 (CH 3 ) 2 0 2 

Caffein and thein C 5 N 4 H(CH 3 ) s b 2 
The source of urinary purins may be classified 
thus :— 

I. Exogenous purins from the food. We take 
these substances in, as 

a . Methyl-purins in tea, coffee and cocoa. 

# A lecture delivered at the Medical Graduates’ College 
and Polyclinic. 


b. Free purins, such as xanthin and hypo¬ 
xanthin in meat extracts. 

c . Bound purins. Nuclei yield purins in their 

decomposition. The more cells a food con¬ 
tains the more nuclei it has, and therefore 
the more purins it yields. Therefore cel¬ 
lular organs, such as liver and sweetbread, 
are a great source of purin intake. 

II. Endogenous purins . Even on a purin-free 
diet the urine contains purin bodies, so that some 
must come from the body tissues. Their source 
seems to be the nuclei of breaking-down cells and 
the muscles. About *2 grms. of nitrogen are ex¬ 
creted in this form daily. The amount seems to 
be constant for the same person provided he be 
living under constant physiological conditions. 

In the following table, taken from Walker Hall, 
the bound and free purins are estimated together, 
the foods having been weighed just as they are used 
in the household. 

Purins as grains 
per pound. 

Fish : 

Cod ..... 4*07 

Salmon . . .8*15 

Meat: 

Mutton .... 675 

Beef ..... 7-96-14-45 

Chicken ... 9*06 

Liver ..... 19-26 

Sweetbread .... 70*43 

Eggs and cheese: . almost o 

Vegetables: 

White bread, rice, cabbage, 
cauliflower, lettuce . . o 

Potatoes . . .0*14 

Asparagus . 1 *5 

Peas.3'54 

Oatmeal . .3-46 

Beans . . .4*16 

Purins as grains 
per pint. 

Beverages: 

Wines . o 

Milk ..... ‘0014 

Beer ..... 1-09-1*27 

Methyl purins, grains 
per teacup. 

Tea, China . . . *075 

„ Ceylon. . . 1*21 

Coffee.17 
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It will be seen from this table that the practice 
of distinguishing between red and white meats in 
dieting a gouty patient is unsound if it is regarded 
as a method of regulating his purin intake. To cut 
a patient off mutton and give him chicken and sweet¬ 
bread hardly achieves the object that is presumably 
in view. 

The effect of ingestion of purin bodies .—“ If we 
believe popular medical, to say nothing of lay, 
opinion, uric acid is a virulent, all-pervading 
poison,” says W. G. Smith, “yet it is a normal 
constituent of our bodies, and ... is regularly 
found in the blood of birds.” Now, as Gore points 
out, “ uric acid can be no exception to the general 
law that a substance acts as a poison in direct pro¬ 
portion to the amount of it present in the circu¬ 
lating fluid.” We know that in leukaemia as much as 
5 gr. of uric acid may be excreted in a day from 
the nuclei of breaking-down leucocytes. If uric 
acid is a direct poison why does it not produce 
symptoms in leukaemia similar to those of “ uric acid 
diseases ” ? 

Walker Hall concludes that although purins have 
not the powerful toxic properties usually ascribed 
to them they are not entirely harmless. He tried 
the effect of taking considerable amounts while fast¬ 
ing, with the following results : One gram of caffein 
caused a sensation of warmth in the abdomen and 
over the whole surface of the body. There was 
intense headache and some muscular twitching. 
On a second occasion a similar dose caused fulness 
in the head, a loss of muscular sense, and confusion 
of ideas. Half a gram of hypoxanthin caused a slight 
fulness in the head and a feeling of stiffness over 
the whole body. With uric acid a dose of \ grm. 
caused distinct headache and confused ideas with 
a sensation of warmth in the abdomen. On the 
second occasion the same dose caused slight head- 1 
ache with sensory disturbances in the abdomen. 
On the third oacasion a dose of 1 grm. caused no 
symptoms at all. Note, then, the rapid establish¬ 
ment of tolerance, and that the hypoxanthin caused 
more definite symptoms than the more oxidised 
uric acid. Repeated injections of hypoxanthin into 
rabbits caused a distinct cellular reaction in the 
liver and kidneys, and a significant slowness of 
growth of the animal. He could not detect any 
rise of vascular tension. 

History of purins after ingestion into the body. 
—After excision of the kidneys in dogs no uric acid 


or other purins could be found in the blood even 
if a diet were given which was rich in purins. 
This in itself seems fatal to the hypothesis of 
| “ retention ” of uric acid to which so many dis- 
! eases have been referred. Evidently something in 
! the body destroys purins. It is found that liver 
extracts will destroy uric acid while kidney 
! extracts will not. This power of destruction 
seems to depend mainly on a ferment. How 
does it happen that any purin bodies are excreted 
in the urine when there is such an active destruc¬ 
tion of them going on in the liver? It is due to 
their escape by the kidneys before destruction can 
occur. This accords very well with the observation 
that the increased purin excretion begins even in 
the first hour after food. 

After giving hypoxanthin by mouth the whole 
of the expected increased output occurs within 
four hours. If uric acid is given the whole of 
the expected output occurs within eight hours. 
If bound purins— i.e. nucleins, are given the 
increased excretion is spread over two or more 
days. The slowness of their excretion emphasises 
the greater metabolic effort they involve and sug¬ 
gests the contra-indication of cellular foods, such 
as liver and sweetbread, in all conditions of 
defective metabolism. 

About half of injected uric acid, or ingested 
xanthin or hypoxanthin, and about a quarter of 
the nuclear purins appear in the urine as uric 
acid, while one third of the caffein or thebromine 
reappears in the urine as xanthin or hypoxanthin, 
the rest being destroyed in the liver, giving rise to 
urea. Note, as another point against the retention 
hypothesis, that the readily soluble hypoxanthin 
reappears in the urine to just the same extent as 
uric acid, which is so sparingly soluble. 

Significance of increased purin excretion .—We 
know that the daily manufacture of purins from 
the bodily tissues amounts to 2 grm. of nitrogen. 
This should be the amount excreted on a purin- 
free diet. On a mixed diet it will be higher, 
different authorities giving *3 to *45 grm. of purin 
nitrogen as ordinary figures. If it is higher than 
this two alternatives present themselves : 

(a) There is an excessive purin intake, or (b) 
there is defective action of the liver, which is 
failing to break down the purins in the way 
it should. 

In either alternative the diet should be revised. 
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Estimation of the urinary pur ins. —The only 
method suitable for clinical work is Walker Hall’s 
purinometer. The apparatus consists of an upright 
tube divided by a stopcock into a larger upper gradu¬ 
ated portion and a smaller lower reservoir of known 
cubical capacity. The tap being turned off urine 
is poured in up to 90 c.c.; then the tap is turned 
on and 20 c.c. of the following solution added : 

Ludwig’s magnesium mixture 100 c.c. 

Ammonia solution 20 per cent. 100 c.c. 

Talc ...... iogrms. 

When the precipitated phosphates have settled in 
the reservoir (which should not take more than ten to 
fifteen minutes) the tap is turned off again. To the 
clear fluid in the upper part of the tube 18 c.c. of 
tin's second solution are added : 

Silver nitrate . . . . 1 grm. 

Ammonia (strong) . 100 c.c. 

Talc.5 grms. 

Distilled water . 100 c.c. 

The urinary purins come down as a granular 
yellowish precipitate. Any silver chloride should be 
re-dissolved by the ammonia, but it may be 
necessary to add a little more ammonia should 
they persist as a pure white precipitate. The tube 
must be vigorously shaken for a minute to break up 
the precipitate. It is then allowed to stand in the dark 
for twenty-four hours when the number of c.c. of 
precipitate is read off. A table supplied with the 
apparatus gives the amount of purin nitrogen to 
which this corresponds. If the total amount of 
urine is known, the total purin output can be easily 
calculated. 

As with all sedimentation methods the specific 
gravity should be fairly constant. When I was 
working with Dr. Beckett-Overy we found that 
1015 was about the specific gravity which gave the 
most constant results. The urine should, there¬ 
fore, be diluted or concentrated by evaporation as 
required. Albumen, if present, should be removed 
by boiling and filtering. We found it best not to 
allow the precipitate to settle in the apparatus, but 
to pour it off into an ordinary c.c. measure, because 
constriction in the tube near the tap is a great 
drawback to accurate sedimentation. This has 
the additional advantage that another estimation 
can be proceeded with the same day. The results 
come out rather lower that with Haycraft’s method, 
but this does not matter in making a series of com¬ 
parative observations. The process is simple and 


takes but little time to start, while the reading off 
next day can be done at a glance.* 

Though in order to know exactly what is going 
on we ought to calculate the amount of purins in 
the diet taken so as to see whether they are being 
duly metabolised, still we can come to some con¬ 
clusions if the purinometer gives us a high reading 
on an ordinary mixed diet. The liver is not doing 
its work properly. Uratic deposit becomes then a 
symptom and not the cause of disease. It is 
merely an indication of hepatic insufficiency. Thus 
in gout we find that food purins are badly meta¬ 
bolised. In cirrhosis of the liver the destruction of 
the liver cells results in their being unable to break 
down the purins as they should. 

We must enlarge our conception of the work 
that the liver has to do. It not only forms urea, 
but it does so in part at least by destroying uric 
acid and allied bodies; this it does apparently by 
a number of specific ferments ; and we may perhaps 
look forward to the day when, as Hopkins says, 
we shall not speak of a patient possessing a 
diathesis but of his lacking some one of these 
ferments. It is only reasonable treatment in such 
cases to diminish the intake of substances which 
are not necessary as foods and which tax the liver 
to metabolise them and the kidney to excrete them. 

This modified conception of the source and 
history of purin bodies should diminish our ardour 
in trying to wash uric acid out of the system. 
“Much therapy is directed against this necessary 
result of nuclein metabolism,” but as a matter of 
fact most drugs have an insignificant effect in in¬ 
creasing the elimination of uric acid and its allies. 

Water , by producing diuresis, certainly increases 
the output. It seems to me chemically impossible 
that lithium salts can have any effect in this direc¬ 
tion. We know that chemical action is determined 
both by the mass and the avidity of the various 
interacting bodies, but also that if in any mixture 
of acids and bases an insoluble salt can be formed, 
it will be formed. In face of this, what can be the 
use of a few grains of lithia introduced into the 
body to combat an amount of sodium which, in 


# Messrs. Gallenkamp supply the apparatus for 255. 
Their charge, however, for the solutions is 5 s. for about 
200 c.c., which works out at about sixpence an analysis. 
This is absurdly high. Any dispenser, however, can 
prepare the solutions without difficulty and the cost of the 
materials is trifling. 
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addition to all the advantage of mass reaction, drug, and the results have been most gratifying. 


forms the less soluble salt ? Lithium is, moreover, j 
distinctly depressing in its action on the spinal cord, 
motor nerves, and alimentary canal. I have seen j 
a patient who had certainly done himself harm by 
taking large quantities of lithia in order to dissolve j 
out the uric acid by which he imagined himself to 
be obsessed. 

Piperazin has been shown by Fawcett and Gordon 
to have no solvent action even in full doses. 
Urotropin can cause a very slight increase in the 
purin output. 

Salicylates , on the other hand, can cause a very 
markedly increased output, sometimes as much as j 
50 per cent. But it is not a little disturbing to find 
that this increase will occur even on a purin-free 
diet. There are three possible explanations : 

(1) That salicylate washes out retained uric acid. 

But since the liver rapidly destroys uric acid re¬ 
tention does not occur, and therefore washing out j 
cannot be effected. j 

(2) That the drug causes increased katabolism of : 
the tissues. But the increase is too great, and no j 
marked loss of weight occurs on administration of 
salicylates such as this hypothesis would necessitate. 

(3) That it causes synthetic production of 
purins. This is not proven, but by a process of 
exclusion seems the only possible explanation. It 
would appear ironical if, in their enthusiasm for j 
“washing out” uric acid, those to whom it is | 
anathema are merely increasing its production. j 

The action of alcohol is complicated. With malt 1 
liquors there is an actual intake of purins, while in 
all cases alcohol leads to diminished solubility of 
purins. 

Minkowski has suggested that thyminic acid (an 
organic acid containing phosphorus) is the sub¬ 
stance which holds uric acid in solution in the 
circulation. Quadriurate of soda has for some time 
been regarded merely as a mixture. Thyminic acid i 
can hold its own weight of uric acid in solution at I 
20 0 C., and 50 per cent, more at body tern- * 
perature. I was therefore very anxious to test 

whether it would prevent uratic deposition, but | 
application to several large firms was in vain; I I 
could not obtain the drug. However, Mr. Fenner 
was more fortunate. He obtained and employed 
it in doses of 4 to 8 gr. three times a day, with the 
following results (‘Lancet,’ July 1st, 1905):— 

“ During its exhibition I have presented no other 


In acute cases it quickly cuts short the inflammatory 
condition and leads to rapid convalescence; in 
chronic cases prolonged administration of the drug 
has led to marked improvement in nearly every’ 
case. I have been particularly pleased with the 
result of treatment in cases of gouty glycosuria, 
gravel, gouty eczema, and obesity.” 

Although we no longer believe that deposit of 
biurate of soda explains the whole pathology of gout, 
and look upon it rather as a symptom, yet we can 
quite understand that a case of gout would be im¬ 
proved if the deposit could be prevented. It is 
therefore reasonable to try this drug, which is 
apparently free from injurious properties—but I 
am bound to add that our experience with it at 
the Metropolitan Hospital has not been so grati¬ 
fying as Mr. Fenner’s. I propose, however, to give 
it a more extended trial, accompanied by estimation 
of the urinary purins before and after its use. 

Prevention of deposition of uric acid in urine .— 
Though we can do so little, and perhaps should do 
little to increase the output of uric acid, we can 
and ought to check its deposit in the crystalline 
state in the urine, causing symptoms of stone and 
gravel. Sir William Roberts showed the import¬ 
ance of high acidity and high percentage in causing 
this deposit. 

Acidity is at its height during the fasting hours, 
and seldom is a marked feature during digestion 
owing to the loss of acid by the gastric juice. It 
is usually sufficient to give 20 gr. of potassium 
citrate night and morning to correct high acidity. 
There is, however, one precaution which I have not 
seen mentioned, but which seems to me very 
important. If uric acid deposit has already occurred 
in the form of a calculus, rendering the urine 
alkaline will cause growth of the calculus by 
accretion of phosphates. I therefore tell such 
patients to put a piece of red litmus paper into the 
morning urine. If it turns blue the drug must be 
diminished in amount until this just does not occur. 
Fresh fruit, such as pears, green figs, dates, oranges, 
and grapes, have been shown by Smith Jerome to 
have a similar action in checking high acidity. 

High percentage of uric acid may be absolute or 
relative—that is, the total output may be increased 
or the urine may be concentrated. Both may- 
favour deposition. The former should be regulated 
by cutting off foods rich in purins, the latter by 
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diluting the urine. Our patients do not seem to 
care to be ordered to drink plain water. Potash 
water is preferable to soda water, because of the 
relative insolubility of the sodium salts. But for 
the reasons I gave when considering the action of 
lithia, it is the water which is the chief therapeutic 
agent. Dr. Gee has pointed out the extraordinary 
effect of whey in preventing uric acid deposits and 
I have repeatedly confirmed this. I do not know 
whether the effect is due to its action as a diuretic, 
but there is no doubt as to the fact. A breakfast- 
cupful should be given twice or thrice a day. 

Conclusions. 

(1) Uric acid is merely one, and one of the less 
toxic purin bodies. 

(2) Purins in the urine come partly from exo¬ 
genous sources (free and bound purins of food), 
and partly from endogenous sources (nucleins and 
muscle). 

(3) Though administration of doses of £—1 
grm. may produce mildly toxic symptoms toler¬ 
ance is soon established. In some animals repeated 
doses may produce a cumulative effect. 

(4) Purins are destroyed to about 50 per cent, 
under normal conditions in the liver. If their 
excretion be delayed a larger amount is destroyed. 

(5) Abnormally high purin excretion means 
either an abnormal ingestion or defective action on 
the part of the liver, /. e. it is symptomatic rather 
than the essential feature of certain diseases. It 
may result from the excessive breaking down of 
nuclei. Thus it is largely excreted in leukaemia 
because of the excessive number of leucocytes— 
yet it produces no symptoms. 

(6) The purinometer affords a convenient method 
of estimating urinary purins. By it we can readily 
check the effect of diet. A high purin excretion, 
say above *3 grms. of nitrogen, would suggest a 
revision of the diet, rather to avoid overtaxing the 
liver than because of any specific toxic action. 
Luff also finds guaiacum useful because it is an 
hepatic stimulant. 

(7) Many drugs have been employed to increase 
the purin excretion under a misapprehension of the 
significance of purins, and are mostly inadequate 
for the purpose. The salicylates are effective, but 
as they act on the endogenous purins they are of 
doubtful expediency. There is a rational basis for 
the use of thyminic acid (solurol), but it is still in 
the experimental stage. 

(8) The deposition of uric acid in the urine, on 
the other hand, is much more readily controlled. 

September 23rd, 1907. 


DRAINAGE OF THE HEPATIC 
DUCT, 

CONSIDERED ESPECIALLY IN SERIOUS 
INFECTIOUS PROCESSES OF THE 
LIYER. 

By CHARLES GREENE CUMSTON, M.D., 

Boston, Mass. 


In a paper which I contributed to The Clinical 
| Journal relative to the advantages of surgical 
! treatment of biliary infection resulting in hepatic 
| cirrhosis, I pointed out that the large number of 
| cirrhoses represented the last stage of an irritative 
I process in the liver and were in reality chronic 
hepatites originating from infection. Biliary cir¬ 
rhosis is at the present time considered as infec¬ 
tious radicular angiocholitis, either subacute or 
chronic, and consequently it is quite logical to 
treat the pathologic condition like any infectious 
j angiocholitis, in other words, by drainage of the 
1 gall-bladder, in order to give exit to the septic 
i bile. However, in order to obtain a successful 
outcome, the drainage should be instituted at a 
time when the hepatic cell has not been destroyed 
by a sclerous process resulting from the infection. 
On the other hand, a new conception has come to 
light at the present time, which accords a part to in¬ 
fection in the pathogenesis of vascular cirrhosis, and 
' it is consequently logical to foresee that drainage 
of the gall-bladder will be the method of choice, 
because it seems to very favourably act on the intra- 
hepatic venous circulation. As the title of this 
paper indicates, the question of drainage of 
! the hepatic duct will be considered particularly 
from the standpoint of serious infectious processes 
of the liver, either arising from calculi or other 
sources. This form of drainage is indicated when 
| there is possibility of biliary retention, because it 
i has been amply proven that when there is an 
! obstruction of the principle biliary tracts, retention 
of bile follows with an increase in size of the liver, 
and dilatation of the hepatic duct, which renders 
drainage from this canal fairly easy to realise. 

! Drainage of the hepatic duct does not appear 
any more complicated than other surgical inter¬ 
ferences on the biliary tract, and although in 
some instances it may be difficult, the excellent 
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results that it has given should encourage surgeons 
to continue in this direction and to systematically 
employ it in every case where it is indicated. 

As to the technique of drainage of the hepatic 
duct, there are three principle procedures along 
with a few others which may be considered as 
possessing special applications. In the first place j 
we have drainage of the cystic duct and gall¬ 
bladder. The latter having been opened, a drain- i 
age tube is introduced through the dilated cystic 
duct down to the hepatic duct, in other words 
this being complementary to cholecy^tostomy in 
general. Secondly, we have drainage by the chole- 
dochus after incision of this duct, the drainage ; 
tube being pushed down to the hepatic duct. | 
Both these procedures may be classified under 
the head of indirect drainage of the hepatic duct, 
in opposition to the third procedure, which I 
would term direct drainage of the hepatic duct, 
because the canal is directly incised and a drain ! 
introduced into its lumen. As to the excep¬ 
tional procedures we have two, namely, trans- 
hepatic hepaticostomy, the incision being made 
directly through the hepatic parenchyma followed 
by opening of the dilated hepatic duct. The 
second technique may be termed infra-hepatic 
hepaticostomy. Here the incision of the dilated 
hepatic duct is made directly into the latter as it 
projects under the anterior border of the liver. , 
The three first procedures are employed currently* 
according to the given case, while the two latter 1 
have, up to the present time, been employed in 
only a restricted number of cases. Direct drainage 
of the hepatic duct was, I believe, undertaken the 
first time by Cabot in 1892 during hepaticostomy 
for calculi, and I will now endeavour to demon¬ 
strate how this duct may be reached, explored and 
directly drained. 

The hepatic duct is deeply seated and hidden 
by the anterior border of the liver and transverse 
colon, which usually appear in the abdominal 
incision, so that it is not at all to be wondered at 
that a number of incisions of the abdominal wall 
have been advised in order to offer the largest 
operative field so as to facilitate manipulations deep 
down in the abdominal cavity. One important 
point must first be considered: I refer to the 
position given to the patient on the operating table. 
A reversed Trendelenburg position was advised by 
Elliot in 1894, so that the patient’s head would be 


raised and the pelvis lowered, so that the intestinal 
mass would gravitate towards the pelvic cavity and 
thus recede from the region of the liver. Other 
operators simply have the patient placed horizon¬ 
tally, but I believe that Mayo Robson’s idea of 
inserting a hard cushion under the dorso-lumbar 
fegion is the best, because it more freely exposes 
the field of operation and consequently facilitates 
the surgical manoeuvres. 

Considering now the various incisions which 
have been proposed, I would say that Kehr employs 
a bayonet-shaped cut (Wellenschnitt), commencing 
at the xyphoid process and carried vertically down 
the linea alba and then brought obliquely to the 
right parallel to, and two fingers’ breadth from, the 
costal border, and then becoming vertical again is 
carried nearly to the middle of the rectus, in other 
words, about on the level with the umbilicus. 
The fibres of the rectus muscle are in this way 
obliquely cut through at their internal half by the 
intermediary line of incision, but the external half 
of the muscle remains intact. This incision gives 
an easy access to the entire biliary tract, while at 
the same time section of the rectus being only 
partial, facilitates the repair of the abdominal wall. 
Oblique incision, parallel to the border of the ribs, 
vertical, median, or lateral incisions, with perpen¬ 
dicular section of the rectus have also been pro¬ 
posed, but in reality it would appear that these 
incisions, although fairly good, do not give the 
same facility as the one devised by Kehr. The 
most important point, however, is, to my mind, 
the use of the pillow as recommended by Mayo 
Robson, the nature of the incision being of lesser 
importance. 

When the abdomen is opened the hepatic canal 
is sought for, a broad retractor being placed under 
the lower border of the liver, which should be 
pushed up under the ribs as much as possible, 
while a second retractor pushes the left border of 
the abdominal incision downwards and to the left, 
including the transverse colon and duodenum. 
Gauze sponges should be placed under the re¬ 
tractors and around them in order to protect the 
peritoneal cavity from biliary infection. The gall¬ 
bladder is first examined, and if found distended is 
easily exposed, but if, on the contrary, the organ is 
retracted, it may be quite hidden by adhesions. 
Following the lower aspect of the gall-bladder, 
when it has been exposed, the cystic duct is felt, 
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and by following this canal the fingers will reach 
the hiatus of Winslow, which is, we must admit, 
often very difficult or perhaps even impossible to 
recognise on account of adhesions uniting the 
gastro-hepatic omentum to the posterior layer of 
the minor omental cavity. If one can penetrate 
into the hiatus nothing is easier than to seize the 
gastro-hepatic omentum between the fingers and its 
upper part and to explore the hepatic duct in order 
to directly operate upon it. Usually, however, in 
the cases that we are considering, usually offering 
a long story of angio-cholecystitis, it is impossible 
to recognise the hepatic duct in the midst of the 
adhesions, under which circumstances one should, 
so to speak, endeavour to work down upon it 
through the adhesions, although this must be 
undertaken with great care on account of the close 
proximity of the portal vein and hepatic artery. 
Then, again, if it is found that it cannot be exposed, 
recourse to the endocholecystic route may be had, 
that is to say, after having opened the gall-bladder 
down to the cystic duct a catheter is gently inserted 
downwards so that it reaches the desired region of 
the biliary tract. When the hepatic duct has been 
exposed it should be incised in order to remove 
any calculus that may be present when one is deal¬ 
ing with a case of lithiasis, after which a drainage 
tube is introduced. It should be remembered 
that one is working deep down nearly at the level 
of the hilum, and if the retractors are properly 
placed, with the liver well raised up one should 
endeavour to exteriorise the hepatic duct with the 
fingers. When a good hold can be made upon it 
its wall should be freely exposed by prudently 
breaking down all surrounding structures with a 
director, and if a calculus is present the incision 
should be carried directly over it. When it has 
been made certain that there is only one calculus, 
and if there is only slight or no infection at all, the 
incision may be closed on the condition that 
drainage of the gall-bladder is carried out; but, on 
the other hand, if the markedly infected condition 
of the patient indicates a decided septic condition 
of the bile, or if there is any fear that other calculi 
may be present at the point of origin of the branches 
of the hepatic duct, direct drainage of the latter 
should be instituted, and as it is these cases to 


! 
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1 


1 
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which this paper particularly refers, I will briefly 
describe the manner in which this drainage should 
be carried out. 


A rubber drain proportionate to the calibre of 
the duct and which may be inserted in its lumen 
with ease is placed in the upper part of the hepatic 
duct, being inserted to the extent of one to two 
centimetres, and, in order to be more secure, it 
may be united with fine catgut to the borders of 
the incision in the duct, its other end being 
brought out through the abdominal incision. By 
this procedure it is almost certain to drain away 
all the bile, but the tube should be surrounded by 
some strips of iodoform gauze in order to protect 
the peritoneum against any possible escape of 
bile, but the gauze may be removed at the end 
of forty-eight hours. A long tube without any 
perforations should be brought out through the 
abdominal dressings and placed in a recipient 
containing some antiseptic fluid, thus creating a 
real syphon action, bringing all the bile outside, 
and by this means a perfectly absolute drainage 
results. If one chooses, however, the end of the 
drain may simply be surrounded in the abdominal 
dressings, which should be changed as often as 
saturated. No absolute rule as to the time that 
the drain should be allowed to remain can be 
formulated, because everything depends on the 
patient’s general condition, the rapidity with which 
the secondary elimination of calculi takes place, 
as well as the degree of infection of the bile. It 
may be said, however, that when the adhesions 
have become quite solid, that is to say, at the end 
of a week, the tube may be removed and the bile 
allowed to escape through the fistulous tract thus 
formed. Should the bile be very thick, thus 
tending to obstruct the lumen of the tube, 
irrigation through the latter should be resorted to, 
which dilutes the secreted liquids and may also 
wash out small calculi which have remained at the 
upper part of the hepatic duct. Later on the 
tube may be removed each time that it need be 
cleansed, and when it has been removed definitively 
the fistula should be irrigated once daily. The 
final removal of the tube should only be done 
when the bile has become perfectly transparent 
and fluid and the patient’s general condition has 
sufficiently improved and complete absence of any 
rise in temperature. 

Considering now the technique of indirect 
drainage of the hepatic duct, I would say that I 
will not insist on that made by way of the 
choledochus, because it merely represents an easy 
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complementary procedure of choledochotomy, an 
operation which, at the present time, has become 
classical and currently undertaken. Drainage of 
the choledochus, and consequently of the hepatic 
duct, may be accomplished by a drain placed over 
an incision made in the former, but this is not, 
properly speaking, drainage of the hepatic duct. 
After having done away with the obstruction to 
the flow of bile, which is usually a calculus, and 
being assured that there are no others located 
higher up, a tube is introduced through the 
incision in the choledochus, which should be 
pushed as far as possible into the hepatic duct, and 
this is facilitated from the fact that the calibre of 
the latter duct is greater below than above, and, 
on the other hand, from the fact that it is always 
dilated when any obstruction of the choledochus 
exists. * The drain, which should be pushed, if 
possible, up to the hilum, is held in place and 
surrounded with strips of gauze protecting the 
peritoneum from the exit of bile around the tube. 
Concerning drainage of the cystic duct and gall¬ 
bladder two cases can be considered. I will not 
refer here to cholecystostomy pure and simple, 
which is a very excellent method of drainage, as I 
have already pointed out in the paper already 
alluded to, but I would say here that it cannot 
give rise to a real drainage of the hepatic duct. 
This drainage is done after having either opened 
the gall-bladder and sutured it to the abdominal 
wall, or after having performed cholecystectomy. 
In both cases the gall-bladder is carefully 
explored, after which the bile-ducts are likewise 
treated and the proper technique carried out 
according to circumstances. If the gall-bladder 
and cystic duct are dilated on account of the 
presence of calculi in the latter, the gall-bladder is , 
sutured to the abdominal wall and the drainage j 
tube introduced down to the neighbourhood of , 
the hilum by way of the dilated cystic duct, and 
when the drain is properly in place all bile 
coming from the liver is carried out just as if the 
drainage tube had been introduced into the j 
hepatic duct itself. 

Although this means of drainage is excellent in 
many respects, it does not prevent the possible 
flow of bile towards the choledochus and a j 
continuation of the infection when the bile is I 
particularly septic. In point of fact, it is the spur 
present at the point of intersection of the cystic 


and hepatic ducts which is the obstruction to the 
formation of a perfect drainage of the hepatic duct, 

* and it is this obstacle that must be done away 
' with. If the cystic duct is patent a narrow-bladed 
J knife may be introduced into its lumen, passed 
: along the groove of a director and the spur cut 
j through, after which a tube may be pushed down 
j into the hepatic duct. If the gall-bladder and 
! cystic duct are shrivelled up and with difficulty 
I permeable cholecystectomy may be done, and by 
using the remains of the cystic duct as a guide 
one may slowly incise the structures until the 
hepatic duct is reached, which is, in its turn, 
opened, and after the calculi contained within it are 
removed the drainage tube is introduced, always 
j surrounding the latter by strips of gauze in order 
to prevent peritoneal infection from the bile. In 
j all these cases of drainage by the choledochus, or 
I the accessory biliary tracts, after cholecystectomy, 
or by the way of a dilated cystic duct, the after¬ 
care is quite the same as that employed in direct 
drainage of the hepatic duct, so that it is un¬ 
necessary for me to refer to them here. 

The various means of drainage that I have so 
far mentioned may be considered as classical, but 
I should like to refer in a few words to the more 
or less exceptional procedure that the surgeon may 
occasionally be obliged to adopt. It may happen 
that following an obstruction of the choledochus 
the hepatic duct becomes greatly distended, 
forming a true cystic tumour projecting through 
the hepatic parenchyma similar to a hydatic cyst, 
or in the midst of adhesions which partially conceal 
it it may simulate a distended gaii-bladder under 
the lower border of the liver. Such diagnostic 
errors occur and are quite excusable, and they are 
also very interesting to study, because when they 
are knotfn it will avoid making any error in treat¬ 
ment in these cases and the surgeon will at once 
directly attack the hepatic duct, or at least incise 
the choledochus in order to remove the obstruction 
and indirectly drain the hepatic duct by this route. 
Hepaticostomy may be accomplished by two ways, 
viz. the transhepatic and infra-hepatic route. In 
both cases, as the name of the operation indicates, 
the duct is opened and stitched to the cutaneous 
incision. The first instance of transhepatic hepati¬ 
costomy was done in 1888 by Thornton. The 
case was an enormous dilatation of the hepatic 
duct by bile and numerous calculi, so that it 
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formed a pocket causing the anterior aspect of the 
liver to project forward and communicate with the 
choledochus. Similar other cases have been met 
with by Mayo Robson and others. The difficulty 
of an exact diagnosis of such lesions is evident, 
both from the standpoint of its nature as well as 
sight, because very frequently only a slight pro¬ 
jection on the surface of the liver is noticed, or 
even a mere change in colour is the only indica¬ 
tion. In the first place the exact point of hepatic 
parenchyma to be incised should be thoroughly 
mapped out in order to have all necessary facility 
for treating the contents of the cyst formed by the 
distended hepatic duct; but the most important 
point is the condition of the choledochus, and the 
surgeon should give particular attention to this, 
because the technique followed will entirely depend 
on the patency of this duct, and consequently, 
before making an incision into the liver the biliary 
tract should be carefully explored. 

If one is certain that the duct is patent after 
having removed the cause of obstruction, and that 
the flow of bile is normally accomplished, hepati- 
costoniy may then be undertaken, the liver having 
been in the first place sutured to the parietal 
peritoneum. On the other hand, if the duct is not 
patent, the opening made in the hepatic duct 
should be sutured to the abdominal incision. 
Whichever case one is dealing with when the 
pocket has been incised and fixed to the incision, 
a careful exploration should be made, particularly 
on the terminal end of the hepatic duct and the 
origin of the choledochus, at which point the 
obstruction must necessarily be found, and the 
exploration should be continued until there is 
absolute certainty that the obstruction has been 
removed. If, by chance, the dilatation arises in 
one of the primary branches of the hepatic duct, 
there is really no change in technique. A large 
drainage tube should be inserted in the pocket, and 
the after-care, consisting of irrigation of the pocket, 
should be carried out as in any similar operation, 
and consequently does not necessitate any special 
considerations here. 

Infra-hepatic hepaticostomy dates back to 1899, 
but the first operation was not successful. The 
hepatic duct was greatly dilated, forming an 
enormous intra-hepatic cyst. At autopsy it was 
found that the distension involved the chole¬ 
dochus and hepatic duct, but the cause remained 


I undiscovered. These two exceptional techniques 
j have certainly very distinct indications in some 
1 cases, but as yet instances where these have been 
done are far too few for one to make any conclusion 
relative to their value. 


1 


Drainage of the hepatic duct has for end to tem¬ 
porarily give exit to bile directly from the principal 
biliary passages, especially when there is an infec¬ 
tion of the organism resulting from some infectious 
process of the liver. Such drainage is absolute, 
because it is established in the hepatic duct at its 
exit from the liver, and, if it is well carried out, the 
bile can neither reach the duodenum nor the gall¬ 
bladder. Now, since all the bile is drained away 
the drainage should only be temporary because 
the organism cannot be continually deprived of the 
bile, or more properly speaking the small intestine 
is not able to get along without such a necessary 
organic fluid for the digestion. Although tem¬ 
porary it is a precious surgical resource to thus be 
able to remove from the body the poisons secreted 
by the hepatic cell and which, unless this is done, 
would be carried to the intestine by the choledochus 
and thus continue to poison the organism. Like 
all new methods this one has been the object of 
numerous objections, such as suppression of the 
biliary function, diminution of the calibre of the 
hepatic duct, and irritation of the walls of the duct, 
as well as the possibility of haemorrhage. It is 
quite evident that the total elimination of the bile 
exteriorly is a very important consideration, but 
when the organism is thoroughly infected from a 
septic bile it is much better to temporarily derivate 
its course than to run the risk of general infection 
of the subject. As to the decrease in the calibre of 
the hepatic duct, there is nothing easier than 
to remove the drain in order to irrigate; conse¬ 
quently such an objection is really of little value. 
There is, however, one of far greater import, viz. 
whether the lumen of the hepatic is always suffi¬ 
ciently large to allow of the introduction of the 
drainage tube. However, it has been amply shown 
by Delageniere that each time that an obstruction 
is seated in the choledochus resulting in biliary 
retention with an increase in the size of the liver 
the hepatic duct is always found dilated and con¬ 
sequently presents the best possible condition for 
drainage. When the choledochus is obstructed by 
calculi it is practically certain that the gall-bladder 
will be found atrophied and the hepatic duct 
dilated. It is not, however, only lithiasis that 
produces this dilatation, because every time that 
some cause, such as a mechanical obstruction or 
infection, results in biliary retention with increase 
in size of the liver, the hepatic duct will be found 
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dilated, and this very dilatation is, so to speak, an | 
indication to establish total drainage. If the gall- ! 
bladder and cystic duct are used to obtain drainage , 
by simply performing cholecystostomy, it is never 
certain that the cystic duct is patent, which even 
in the normal state is not regular in calibre, and 
when pathologically affected is more apt to be 
reduced in size, deformed, and more or less 
obliterated. On the other hand, choledochotomy, 
with the introduction of a drain in contact with j 
the incision of the duct and packing with gauze, 
is of necessity insufficient, and does not prevent 
quite an amount of septic bile reaching the ter¬ 
minal portion of the choledochus and entering the | 
duodenum, thus keeping up the sepsis. This, : 
however, does not necessarily mean that total 
drainage should be systematically employed, 
because in medicine as in surgery there should 
be no fixed rules, and everything should be sub¬ 
ordinated to circumstances, for each case requires 
a particular treatment. 

Before considering the general indications for 
total drainage of the hepatic duct, it should be 
mentioned that, according to the observation of 
most operators, obstruction from calculi in the 
primary branches of the hepatic duct and which 
have been impossible to extract are thus given an 
easy exit, but it is more especially a marked 
infection of the liver, whether it originates from 
calculi or some other cause, that total drainage is 
indicated, because by this means alone all the bile 
is removed. 

Without referring to the exceptional techniques 
it may be said that one may drain by way of the 
accessory biliary tracks, by the choledochus or the 
hepatic duct itself, and we would now consider 
the indications and contra-indications of each of 
these procedures. We will first consider indirect 
drainage of the hepatic by way of the gall-bladder 
and cystic duct. Cholecystostomy cannot be 
properly considered as true drainage of the hepatic 
duct, because, unless there is an absolute occlusion 
of the choledochus, nothing prevents the bile from 
reaching the intestine. The introduction of a 
drainage tube through a dHated cystic duct and 
carried deeply down is certainly a step forward, 
but this method, although assuring an almost 
absolute derivation of the bile outwards, is subject 1 
to the same objection already mentioned. It is 
consequently to drainage by a tube reaching down 
to the hepatic duct that we should consider, and 
its indications are practically as follows : A serious 
non-calculous infection certainly indicates this pro¬ 
cedure, but it is especially cholecystitis that requires 
this treatment, because the presence of calculi in 
the gall-bladder and cystic duct requires direct 
surgical treatment of these organs, and this is what 
has always been done until recently when one has 
introduced a tube down to the hepatic duct by the 
intermediary of the accessory biliary tracts after 


having performed the ordinary operations, such as 
cholecystostomy, cholecystectomy, and so forth. 
Serious infection of the liver and biliary artery 
have rendered necessary this supplement to the 
surgery of the gall-bladder in spite of its difficulties, 
because all the bile coming from the liver should 
be drained away by an introduction of the tube 
into the hepatic duct itself, and since the gall¬ 
bladder has been opened one should profit by the 
cystic duct to insert a drain down to the hepatic, 
and, according to circumstances, the dilated cystic 
duct can be used for the introduction of the tube 
after incision of the spur already alluded to, or the 
remains of the cystic duct may be used as a guide 
to reach the hepatic duct, incise it and introduce 
drain. Here the indications are made evident by 
the pathologic lesions more than by the clinical 
history of the case. Total drainage may be either 
temporary or permanent, according to whether one 
is dealing with a serious infection with patency of 
the choledochus or with an occlusion of this duct 
which cannot be removed, or when an interference 
on the deeper tracts is incompatible with the 
general condition of the patient or contra-indicated 
by the existing lesions. 

As to drainage by way of the choledochus, it 
may be said that in reality this is merely a direct 
drainage of the hepatic duct. Formerly a drainage 
tube was simply placed in contact with the incision 
made in the choledochus, or inserted within its 
lumen, but at the present time the tube is pushed 
down to the origin of the hepatic duct when the 
following conditions are present. The principal 
indication is the presence of a calculus seated at 
the origin of the choledochus, whose presence has 
set up a serious infection of the liver, but when 
once the calculus has been removed the duct is 
found free on account of the dilatation which has 
taken place in the hepatic duct, and all that is 
necessary is to introduce the drainage tube, 
pushing it up to the hilum of the liver. Beside 
infection, which is the principal indication for 
drainage, the presence of suspected calculi at the 
origin of the hepatic duct should also be recalled. 
Direct drainage of the hepatic duct is of more 
recent date, its indications being serious infection 
and the suspected presence of calculi in the region 
of the hilum of the liver. These are the same 
indications as those for drainage of the choledochus, 
and consequently is only done after removal of the 
calculi lodged in the hepatic duct. I have referred 
to the objections which have been addressed to 
this method, but I may add that it is not an 
obligatory supplement to hepaticostotomy, because, 
if no serious infection is present, if the patency of 
the hepatic duct at the hilum is certain, if, on the 
other hand, it is impossible to re-establish the 
course of the bile either by way of the choledochus 
or the gall-bladder, hepatico-enterostomy may be 
I resorted to. 
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A CLINICAL LECTURE 

on 

THE TREATMENT OF INFLAMMATION OF 
THE APPENDIX IN ITS INCIPIENT 
STAGE. 

By C. MANSELL-MOULLIN, 

Senior Surgeon and Lecturer on Surgery at the London 
Hospital. 


Some years ago I published a course of lectures 
dealing with the question of the time when it was 
advisable to operate in cases of inflammation of 
the appendix. Since then we have learned a good 
deal more about the symptoms and the pathology 
of this disease. We have learned, for example, 
the value of a leucocyte count when suppuration 
is suspected, and the significance of the sudden 
disappearance of the cutaneous hyperaesthesia which 
is usually present when the appendix is distended. 
And we have learned to be on our guard against 
that curious and most deceptive quiet interval that 
is so often seen in acute cases. But, so far as 
general principles are concerned, I have not found 
it necessary to alter any of the recommendations I 
gave you then. In acute attacks the earlier opera¬ 
tion is performed the better. I have never known 
it too early; I have many times known it too late. 
No case should be left for longer than is required 
to make the necessary preparations if any single 
one of the important symptoms becomes worse, 
even if all the rest seem to be fast disappearing. 
A relapse in the course of an attack, no matter 
what may be the cause, requires immediate opera¬ 
tion. And no case, however slight, should be left 
for any length of time without having the appendix 
removed, unless a definite reason for the attack has 
been found, and it is certain that that reason can, 
and will, be avoided in the future. 

What I wish to speak of to-day is the treatment 
of an even earlier stage than this, when the inflam¬ 
mation is just beginning, before the symptoms 
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have definitely declared themselves, and especially 
of the possibility of cutting short the attack before 
the necessity for operation has arisen. Such cases 
of course, you seldom see in hospital, though we 
have had one or two of late, but you will meet 
them in private, and it is essential that you should 
recognise them and adopt the right measures with 
the least possible delay. 

Inflammation of the appendix is so important 
and so striking, and has attracted so much attention, 
that perhaps it is not surprising that it should be 
regarded as a thing apart, and that there should 
be a tendency to consider the appendix as a 
separate and independent organ, distinct from 
everything else, with a pathology entirely of its 
own. Of course it is nothing of the kind. The \ 
appendix is merely part of the bowel, similar in 
essential structure to the rest of the bowel, but 
with certain modifications. Its calibre, for instance, 
is very much smaller than the rest of the bowel, so 
that clearly it cannot have anything to do with 
absorption. Its contents are so insignificant in 
amount that it cannot have anything to do with 
digestive changes prior to absorption. Its blood 
supply is poor, though it has abundance of lym¬ 
phatics, its mesentery is short, which is of some 
importance regarding it from a surgical point of 
view, and its walls contain an amount of lymphoid 
tissue and of lymph follicles for its size far in 
excess of any other part of the bowel. But, 
making allowance for these modifications, the 
appendix all the same is only part of the intestine, 
and works and suffers with the rest. 

But if it is only part of the bowel, why does it 
become inflamed so often when the rest does not? 
After the first attack, when it has been injured by 
previous inflammation, and it is perhaps distorted 
or twisted, or tied down in some way, this is not 
so difficult to understand. Any structure that has 
been permanently damaged by inflammation is 
more likely to suffer than a healthy one. But 
what is the cause of the first attack, and how is it 
to be prevented or cut short ? 

There is no difficulty in answering part of this. 
Septic organisms are the cause, and they invade 
the appendix from the mucous surface. Whatever 
they may do afterwards, whatever form of inflam¬ 
mation they may cause, this is the rule. The role 
played by foreign bodies in the appendix, with the 
rarest possible exceptions, is quite insignificant. 


j Once I found in an appendix a small sultana 
I raisin, which by swelling up and blocking the 
interior of the appendix about half way down, had 
! played a more important part than usual ; and I 
was able to prove by the date when it had been 
swallowed that its entrance into the appendix was 
actually the starting-point of the inflammation ; but 
this was a most unusual occurrence, and even in 
this case septic organisms were the immediate 
cause. Foreign bodies in the appendix are rare. 
When they are present they sometimes help, as 
the foreign body did in this instance, but they are 
only accessory causes after all. And the same 
thing is true in different degrees of cold, fatigue, 
exhaustion, prostration, and the many other agents 
that have been credited with causing attacks. 
They all help, because they all tend to lower the 
vitality and the resisting power of the tissues, but 
they are only accessory causes. The essential one is 
always the same, and always gains entrance in the 
same way. 

Septic organisms, of course, are always present 
in the bowel, especially in the caecum. The 
caecum, indeed, has the unenviable reputation of 
usually harbouring the largest number and the 
most active kind. Probably there are always some 
in the appendix too. The problem is why these 
in particular should suddenly become so active 
and so virulent, why they should suddenly become 
transformed from almost harmless saprophytes 
into organisms capable of invading the mucous 
membrane, and of causing gangrene, septicaemia 
or peritonitis of the worst possible description 
within the space of a few hours, in many instances 
entirely of themselves, without the assistance of 
injury or any other accessory agent. 

There is only one explanation, so far as I know : 
It is a well-established fact that the activity of 
intestinal organisms depends very largely upon the 
! condition of the bowel. If the bow*el is healthy 
and doing its work as it ought to do, the organisms 
are comparatively innocuous. If, on the other 
hand, its function is disordered in any way, 
the organisms, though morphologically the same, 
become absolutely changed in character. They 
may, for instance, acquire such a degree of 
virulence that, if it were not for the power the 
bowel possesses of freeing itself from everything 
injurious, acute enteritis and general peritonitis 
would commonly follow. 
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Now we know far too little of what goes on 
under normal conditions in the caecum to be able 
to form a precise idea of what takes place inside it 
when its functional activity is impaired; but there 
is abundant clinical evidence to show that in cases 
of inflammation of the appendix, in the period that 
immediately precedes the attack, there is some¬ 
thing going on in the caecum or the bowel adjacent 
to it which, judging from analogy, certainly might 
have a malignant influence upon the organism 
inhabiting it. If you inquire carefully into the 
history of cases of appendicitis, you will almost 
always find that immediately before the outbreak 
there has been some intestinal upset. Sometimes 
there has been a period of constipation or diarrhoea, 
or of constipation followed by diarrhoea. Very 
often there is the history of indiscretion in diet, 
perhaps associated with great fatigue or exhaustion 
—one of the most acute cases I have ever known 
was in a young lady who travelled up by night 
from Scotland in the hot weather, breakfasted off 
a lobster she had brought with her, and then, tired 
as she was, played some hard games of tennis. 
Nearly always there has been some trouble of this 
kind. There may not be any of that acute stabbing 
pain running through from the epigastrium to 
the back, which is so common in gastric dyspepsia. 
The stomach, indeed, often does not appear to be 
much concerned ; it is an intestinal disorder. But 
there is a feeling of general fulness and discomfort, 
with perhaps nausea, flatulence, disordered action 
of the bowels or offensive motions—enough to 
show that some kind of intestinal fermentation is 
going on. The trouble is not confined to the 
appendix, and often at the start it is not most 
marked in the appendix. That region may be 
comparatively clear, and at the beginning does not 
seem to be involved in any special degree. It is 
the whole intestine, more or less, that is concerned. 
This derives confirmation from the well-known 
fact that the pain which is felt when the attack 
really begins is seldom limited to, or even most 
marked in, the right iliac fossa. Nearly always 
the pain at the beginning of an attack of appendi¬ 
citis is general, felt all over the abdomen, or referred 
to the umbilicus, and it is only when twenty-four 
hours have passed and the general pain is getting 
better that the patient complains of localised pain 
and tenderness in the region of the appendix. 
Everything points to a disorder that at its first 


beginning is not limited to the appendix, but 
involves the bowel generally, or at any rate a 
considerable part of it; and that it settles in the 
appendix because while the rest of the intestine 
can and does clear itself from the organisms that 
are irritating it, this part cannot. It may be 
because the septic organisms in this particular 
region of the bowel are more numerous or more 
deadly than they are elsewhere. Or there may be 
some anatomical difficulty such as might arise 
from the length of the appendix, from its becoming 
bent upon itself when congestion sets in; or from 
the orifice by which it communicates with the 
caecum becoming narrowed by the swelling of the 
mucous membrane. Whatever the explanation, 
the fact remains that at its beginning what is com¬ 
monly called appendicitis is a more or less general 
affection of the bowel, caused by the increase in 
number or virulence, or in both, of the septic 
organisms that normally harbour in it; and that 
whiwe the rest of the bowel is able to clear itself, so 
that the general intestinal symptoms of the first 
few hours subside, the appendix only too often 
fails to do so and becomes the victim. 

If this holds good of a first attack, when the 
appendix is healthy and uninjured it is not difficult 
to understand how much more likely it is to happen 
when the appendix is tied down and distorted by 
old adhesions, and all its tissues are damaged by 
previous attacks of inflammation. The slightest 
structural alteration caused by inflammation prac¬ 
tically ensures another attack, and there are very 
few attacks of inflammation that do not leave some 
structural alteration behind them. 

The moral is obvious. As soon as the pre¬ 
monitory symptoms show themselves, as soon as 
there is any intestinal discomfort while the pain is 
still general, the bowel should be freed from all 
source of irritation and kept quiet; the septic 
organisms should be cleared out as quickly as 
possible, and an attempt should be made to 
neutralise the influence of those that are left. 

Abstinence is the first thing. In old people 
whose pulse is failing and in young children this 
is a remedy that must be used with caution; but 
inflammation of the appendix occurs for the most 
part in the young and strong, and here there need 
be no hesitation. It should be complete for 
twenty-four hours. There is a great deal of 
nonsense talked about the necessity of main¬ 
taining the strength. As a matter of fact there 
are very few of the young and strong who would 
not be benefited materially by an occasional day’s 
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fasting, and there are fewer still whom it would 
hurt when there is incipient intestinal inflamma¬ 
tion. I am by no means sure that the practice 
of giving emetics, in which our forefathers used to 
indulge so freely, had not its merits, and in such 
cases I should certainly not attempt to check, but 
rather to encourage, vomiting. Whether it takes 
place or not depends more upon the state of the 
stomach than upon that of the bowel, and certainly 
at this stage it does no harm. 

Rest is the next thing. The patient should be 
confined to his room, or better still to his bed. 
Exercise, it is true, is an admirable means for 
making the bowels act, and this is an object much 
to be desired in these circumstances; but it can be 
effected better by other methods which are more 
easily controlled. In cases of inflammation of the 
appendix exercise of every kind is to be prohibited 
from the time when there is the first suspicion of 
an attack. You can judge of the injurious influence 
it has by the ease with which it can bring on a 
relapse after the patient has apparently recovered. 
Allowing a patient to get out of bed too soon is 
one of the commonest causes for relapses. You 
cannot be too careful about this. 

In theory, as the disease is due to septic or¬ 
ganisms in the bowel, intestinal antiseptics ought 
to be of the greatest service. In practice I am 
sorry to say they are of little value. It does not 
seem possible to get them to act with sufficient 
energy in the time at disposal. Still I think I 
have seen a certain amount of benefit follow the 
administration of salicylate of soda and of small 
doses of calomel. One ol my colleagues, as you 
know, has great faith in the merits of the former, 
but not, I believe, for the reason that I have 
mentioned. Very full doses must be given to j 
have any effect. I cannot say that I have ever i 
known an attack cut short, but I think the intensity I 
has sometimes been diminished. j 

In every case the bowel should be cleared out 
thoroughly, and in the shortest possible space of | 
time. This is really the main point. If the | 
appendix can be made to empty itself with the \ 
rest all will go well. I am quite aware that i 
purgation does not give the bowel rest, at the ! 
time, that is to say ; and that purgatives, especially j 
inefficient purgatives, can induce a condition of 
the bowel which is distinctly favourable to the | 
growth of septic organisms ; that is the reason why | 
I used the word “thoroughly.’' But of the success of 
purgation in actual practice I have not the least ! 
doubt. I have many times seen cases which I 
presented all the symptoms of incipient inflamma- I 
tion of the appendix clear up completely and the j 
patient get perfectly well after the bowels had been 
thoroughly emptied; and, I believe, because they 
had been thoroughly emptied. For this there is 
nothing like a full dose of castor oil combined 
with an enema. It is far better and far more to 


be relied upon than salts ’or any other of the 
fashionable purgatives of the day; and it leaves the 
bowel as nearly empty as it can be, without a fluid 
residue in which the remaining organisms can 
begin to flourish again. 

Now there is an argument often brought forward 
against this treatment which I have no doubt has 
occurred to you. Active purgation may be right 
so long as the irritant is confined to the interior of 
the bowel; obviously, anything of that kind should 
be cleared aw*ay at once, and will be. But suppose 
the wall of the bowel has become involved, or, 
worse still, suppose the septic organisms have 
already penetrated through to the serous surface, is 
it right then ? Will not the purgative, by making 
the coils of intestine work one over the other, help 
the septic organisms to distribute themselves more 
widely and do more harm than good? And if 
there is one thing more certain than another about 
inflammation of the appendix it is that, in the 
present state of our knowledge, we cannot be sure 
in any given case that the inflammation has not 
yet spread through to the serous coat. Gangrene 
even of the appendix may occur quite early in the 
course of the disease, without any alarming sym¬ 
ptoms being necessarily present. Might we not, 
therefore, by giving purgatives make matters far 
worse, if not in every case, at least in some ? I 
admit this sounds very plausible, but if you will 
quietly look into the matter I think you will see 
that the objection does not really hold good. 
Purgatives under these conditions do not cause 
nearly so much movement of the bowel as you would 
think. When the serous coat is involved in the 
least degree it is very difficult to get the bowel to 
move sufficiently to propel its contents onwards, 
even for such a purgative as a full dose of castor 
oil. So far from the coils of intestine moving 
freely one over the other, they will hardly move at 
all. The distribution of septic organisms over the 
peritoneal cavity depends far more upon the species 
(nothing, for example, will stop an active strepto¬ 
coccus invasion), the virulence of the particular 
growth, and the resisting power of the tissues, 
whether they can impose an effective barrier or 
not, than upon the very slight movement of which 
the bowel is capable under these conditions. On 
the other hand, it is of the utmost importance to 
cut short the supply of septic organisms at its 
centre, to drain away all the intestinal contents in 
which they are growing, and to keep the current 
flowing outwards. The advantages far outweigh 
the disadvantages, even when the serous coat is 
involved. The misfortune is that in so many of 
these cases, owing to some, often quite trivial, 
mechanical difficulty, the appendix is unable to 
empty itself when the rest of the bowel does, and 
this involves, or rather neccessitates, immediate 
mechanical treatment. 

September 30 tk, 1907. 
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THE OPERATIVE TREATMENT 
OF THE ASCITES OF HEPATIC 
CIRRHOSIS. 

By LAWRENCE JONES, M.S., 

Assistant Surgeon to St. George’s Hospital. 


Before dealing with its operative treatment, it is 
almost necessary to mention the various ideas as 
to the actual cause of ascites occurring with hepatic 
cirrhosis, on which point, although much has been 
written, no uniformity of opinion appears to exist. 

Cases of ascites thought during life to be due to 
hepatic cirrhosis are found after death to belong to 
one of three classes : 

(1) The diagnosis was incorrect, and cirrhosis is 
not present, the ascites having been due to some 
other factor. 

(2) Cirrhosis is present, but there is some other 
associated condition to account for the ascites. 

(3) Cirrhosis and cirrhosis only is present as the 
cause of the ascites. 

The two last groups are those which bear upon 
the question of operation, and with regard to the I 
third there is some difference of opinion. 

The oldest view, and that most commonly held, 
especially by those who are advocates of the opera¬ 
tion, is that the effusion is a purely passive or 
mechanical effect, depending on the increased blood- 
pressure in the branches of the portal vein, brought 
about by the contraction of the new fibrous tissue 1 
in the liver or very rarely on thrombosis of the 
trunk of the portal vein. 

Against this view it has been argued that experi¬ 
mental ligature of the portal vein in animals fails 
to produce ascites, a failure which Sinclair White j 
suggests may be due to the capacity of the porto- 
caval anastomosis in dogs, and certainly Kusnetzow* 
appears to have produced ascites by ligature of 
the vein in animals. 

Ligature of the portal vein is hardly comparable 
to the gradually increasing and incomplete obstruc¬ 
tion produced by cirrhosis; such symptoms as are 
produced by ligature of the vein are similar to the 
toxaemic symptoms of the late stages of cirrhosis, 
and, therefore, the absence of ascites might equally 

* Kusnetzow, ' Centralblatt fur Chirurg.,’ 1901, No. 4, 

S. 105. Quoted by Bunge. 


! well be used against those who support the toxaemic 
origin of ascites. 

In the nearest clinical homologue of such a pro¬ 
ceeding, thrombosis of the portal vein, ascites is 
the most constant symptom, occuring in forty out 
| of the sixty-one cases collected by Rolleston,* 
and this is a low estimate, for in some death 
ensued before the ascites could have had time to 
collect. In twenty-two of the forty cases cir¬ 
rhosis was also found, but this still leaves eighteen 
examples of ascites not to be accounted for by its 
j presence. 

That the ascites in such conditions is directly 
due to portal obstruction is the author’s view, for 
! he says: “In the rare cases where life has been 
! prolonged for years there may be no ascites, pre- 
| sumably from compensation brought about by a 
free collateral circulation.” 

Several experimenters, Tilmann,+ Pozzi, Kusnet¬ 
zow, Ito and Omi, J and Pascale§ have demonstrated 
that ligature, of the portal vein, a proceeding 
generally fatal, can be rendered safe by previously 
suturing the omentum to the abdominal wall. 

Bunge|| states that in one experiment of Kusnet¬ 
zow in which the portal vein was tied completely 
above the splenic and incompletely near the liver, 
the dog developed a bloody diarrhoea and ascites. 

Against the theory of obstruction many other 
arguments have been brought. 

The ascites often forms much more rapidly than 
one would expect if the cause were a gradually in¬ 
creasing one, due to obstruction ; but this rapidity 
of onset might be explained by the venous anas¬ 
tomosis keeping pace with the increase of pressure 
up to a certain point, and then suddenly failing. 

It has also been said that ascites is often absent 
when the blood-pressure is high, as evidenced by 
haematemesis and maelena, but this rupture of the 
veins of the hollow viscera may be taken to show 
that they have formed anastomoses sufficient to 
keep off the ascites. 

Those who deny obstruction to be the cause of 
ascites bring forward in its place toxaemia, due to 

* Rolleston, ' Diseases of the Liver,’ p. 62. 
t Tilmann, 4 Deutsche medicinische Wochenschr.,’1899, 
j No. 18. 

j J Ito and Omi, 4 Deutsche Zeitschr. f. Chirurg.,’ Bd. 62, 

I s. 44. 

| § Pascale, ‘Centralblatt f. Chirurg.,’ 1902, No. 12, S.332. 

I ,| Quoted by Bunge, 4 Klinisch. Jahrbuch.,’ 1905.1 
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hepatic inadequacy, and they point out the resem¬ 
blance which this toxsemic condition bears to the 
toxaemia of renal disease. 

They adduce, in addition, that oedema of the 
legs, which can not be explained by portal obstruc¬ 
tion alone, frequently precedes the ascites ; that 
ascites may rapidly appear with the advent of any 
infection, such as erysipelas, and that ascites is 
often a terminal event, making its appearance in 
the last stages of cirrhosis when pronounced 
cholaemic symptoms have shown themselves. 

In a certain proportion of cases the cause is 
neither toxaemia nor obstruction, but is cardiac 
failure. 

It is so difficult to explain the good effect that 
the formation of fresh anastomoses by vascular ad¬ 
hesions has in diminishing the ascites on any other 
ground than on the theory of obstruction that one 
is loth to abandon this idea. 

Arguments difficult to disprove or contradict can 
be advanced in favour of either view, and in the 
present uncertain state of the controversy it 
seems best to allow both factors, and to suggest 
that obstruction of the portal vein is only able to 
produce ascites when a certain grade of toxaemia 
is present, from which in the early cases of 
cirrhosis recovery may occur. 

But the more important of the two is the 
obstruction, for if this is relieved by the opening 
up of new anastomoses, the toxaemia by itself is 
unable to reproduce the ascites. 

On either ground it is not easy to explain the 
absence of ascites in subjects who have presented 
a high grade of cirrhosis, with small contracted 
livers and toxic symptoms, but in whom a com¬ 
pensatory anastomosis is not found. 

It has always been assumed that the increased 
portal blood-pressure in cirrhosis is caused by 
actual pressure on the portal radicles in the liver 
by the new fibrous tissue ; recent experiments of 
Herrick,* however, show that there is no such 
narrowing, but that the total portal area is increased 
in the cirrhosed liver. 

He found that with normal pressure in the 
hepatic artery the portal pressure was much in¬ 
creased, and that for every additional unit of 
pressure in the artery there was an increase in the 


* Herrick, * Journ. of Experiment. Medicine,’ vol. ix, 
No. i, p. 93. 


portal pressure out of all proportion to the normal 
ratio. 

He attributes this phenomenon to the increase 
' of communication which he has found in cirrhosed 
| livers between the artery and vein, and to the 
abnormally free arterial supply due to the vascu- 
1 larity of the recent fibrous tissue. 

It should be stated that in none of his experi 
ments had the cirrhosed liver been the cause of 
| death; all were in the early stage. His experiments, 

: if accepted, do not destroy the theory of obstruction, 
but rather explain how a marked portal obstruction 
may occur early in the disease. 

Chronic peritonitis is a frequent accompaniment 
of cirrhosis, and when present suggests itself as an 
obvious cause for the ascites. 

| It is quite possible that many cases hitherto 
regarded as being simple chronic peritonitis have 
! in reality a tubercular origin. 

I The frequent occurrence of tuberculosis with 
cirrhosis is a generally recognised fact; thus, in 
706 cases of cirrhosis collected by Rolleston,* 
28 per cent, presented some sign of tuberculosis, 
the site of which, in 9 per cent., was the 
! peritoneum. 

Jousset is cited by Rolleston as having found 
• the tubercle bacillus by the method of inoscopy in 
severe ascites supposed to be due to cirrhosis, and 
Abbott has found a minute bacillus on three 
occasions. 

Failing this as the cause of the peritonitis some 
other infection of low virulence must be assumed, 

; and in both any relief from the Morison operation 
I must be ascribed to the laparotomy and not to the 
j further steps of the operation. 

4 . 

The Time of Appearance of the Ascites. 

Ascites is usually a late event in cirrhosis, and it 
has been said that very few patients live long 
enough to have a second tapping. Such is the 
view that has been taken by Hale White, 

; Thompson, Fagge and many others; only a 
minority think that ascites does not necessarily 
| show that the case is desperate. 

| Cheadle, who took the more hopeful view, brought 
forward cases to prove his point, among them that 
of a woman, set. 53 years, who was shown to have a 
small hob-nailed liver without peritonitis. The 

* Rolleston, ' Diseases of Liver,* p. 221. 
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cause of death was bronchitis, and during life she 
had been able, after three tappings of her ascites, 
to return to work. 

Hawkins also considered that patients may 
survive the appearance of ascites for some time ' 
even though it be due to cirrhosis. 

Out of 24 examples of cirrhosis from the post¬ 
mortem book at St. George’s hospital I found that 
17 were not complicated by peritonitis, and of 
these 17, 11 had only one tapping, that 6 
were tapped twice or more times, and that 4 of 
them lived 7 months or more after the first appear¬ 
ance of ascites ; while of the 7 cases which also 
showed chronic peritonitis 5 were tapped more 
than twice and lived on an average 7^ months. 

Though based on but few cases these results bear 
out those recently published by Ramsbottom,* who 
gives 45 cases of uncomplicated cirrhotic ascites, 
of which 14 were never tapped, 14 were tapped 
once only, 10 were tapped only twice and 7 more 
than twice. 

Twelve cases lived for six months or longer after 
the onset of ascites, but the 31 who were tapped 
only survived the first tapping on an average by 
65 weeks, and the onset by 27 weeks. 

He also collected 14 instances in which the 
cirrhosis was complicated by chronic peritonitis, 
and all these were tapped more than once, and, 
excluding one remarkable case, the average 
duration of life was one year. 

It is not quite certain that one should regard 
the ascites of all patients who have survived many 
tappings and who post mortem show cirrhosis with 
chronic peritonitis as being necessarily due to the 
chronic peritonitis and not to the cirrhosis, for 
both factors may be at work or else the chronic 
peritonitis may be the outcome of the repeated 
tappings. 

On the Choice of Cases for Operation. 

It is repeatedly demonstrated how difficult it may 
be to diagnose correctly during life the cause of an 
ascitic effusion. 

Yet such a diagnosis is important, for it seems 1 
improbable that the operation, by the formation of 
vascular adhesions, can have any good effect unless 
the ascites be directly due to portal obstruction. 

Apart from ordinary clinical evidence, some 

* Ramsbottom, 4 Medical Chronicle/October, 1906, vol. 
xlv, p. 7. 


information may be obtained by examining the 
fluid withdrawn from the abdomen ; such fluid, if 
directly due to the cirrhosis, has a specific gravity 
not higher than 1015 and a percentage of albumen 
not more than *4 per cent.; anything higher 
suggests an inflammatory origin. 

Attention has recently been drawn to the 
cytology or examination of the cells of the fluid, 
and Ross* states that in ascites of a mechanical 
origin the predominating cells are endothelial, 
whereas in that due to tuberculous peritonitis 
there are but few of these cells and many lympho¬ 
cytes. 

He does not allude to the cell percentage in 
cases of chronic simple peritonitis, but he says 
that “ endothelial cells are only in marked excess 
in uncomplicated cases of mechanical ascites/’ 
from which I infer that if complicated by chronic 
simple peritonitis the percentage approaches that 
found in tubercle. 

Cade,t in a case of undoubted simple chronic 
peritonitis, found 50 per cent, of lymphocytes, 10 
per cent, large mononuclear cells, and 40 per cent, 
endothelial cells ; a result about midway between 
the “ mechanical ” and “ tuberculous ” results of 
Ross. 

Cade, like Ross, finds a predominance of endo¬ 
thelial cells in mechanical ascites and of lympho¬ 
cytes in the tuberculous form. 

He also points out that in ascites of mixed 
origin the cell count is of no value, and emphasises 
the fact that endothelial cells are the main feature 
of mechanical ascites only in the fluid first with¬ 
drawn and not in the results of subsequent 
tappings. 

Gilbert and VillaretJ came to a similar con¬ 
clusion, which suggests that tapping nearly always 
introduces an element of inflammation into sub¬ 
sequent effusions, and supports the view that 
chronic peritonitis so often found with the cirrhosis 
at autopsies after many tappings may be the direct 
result of the paracentesis rather than the cause of 
ascites. 

Opinions differ as to the best time at which to 


* Ross, 4 Path. Soc. Trans./ London, 1906, vol. lvii, p. 


435 - 

f Cade,' Archiv. de Mid. exper. et d’Anat. Path./ Paris, 
1906, t. xviii, p. 769. 

X Gilbert and Villaret, 4 Compt. rend. Soc. Biol./ Paris, 
1906, t. lx, p. 820. 
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operate. Some surgeons, such as Welp, advise 
that the operation should actually be substituted 
for the first tapping, others postpone it until after 
the first tapping, while the majority appear in favour 
of waiting until recovery from the second tapping. 

The last seems to me to be the correct view; if 
the first method be adopted there is a great risk 
of encountering patients in the last stage of 
cirrhosis whose fatal end is quite uninfluenced by 
operation. Further, no examination of the fluid or 
of the abdomen in the flaccid state can be made 
prior to operation. At the same time no further 
delay should be permitted. 

Conira-indica tious. 

Those advanced in years or in the last stages of 
cirrhosis with much oedema of the legs, wasting, 
mental symptoms and drowsiness are unsuitable 
cases. 

Decrease in the amount of urea excreted, with 
marked oliguria and (Talma adds) acholia and 
urobilinuria contra-indicate operation, but a small 
amount of albumen in the urine is an unimportant 
sign. 

Cardiac failure as the cause of the ascites should 
be excluded before operation is seriously considered. 

Haematemesis and melaena should not prevent 
the performance of the operation ; indeed, Bunge 
considers that they, more than ascites, should lead 
one to operate, and certainly omentopexy has been 
shown to relieve such symptoms. 

Patients with enlarged livers are more likely to 
benefit than those with atrophied livers. 

To sum up, the patient most suitable for opera¬ 
tive treatment is one who is still fairly young, who 
has recovered from the withdrawal of ascitic fluid 
shown to be of a mechanical rather than of an 
inflammatory origin, whose liver is enlarged and 
whose symptoms are more those of portal obstruc¬ 
tion (e.g. haematemesis) than those of toxaemia. 

On the Various Forms of Operation. 

The common object of all operators, on the idea 
that the ascites is due to obstruction, is to increase 
the means of communication between the portal 
and caval systems, although the means taken to 
secure that object vary considerably in detail. 

Nearly all surgeons select the omentum as the 
most suitable area for their purpose by reason of 
its vascularity, superficial position and mobility. 


As to the actual technique adopted for this 
purpose there are two different methods, extra- 
peritoneal fixation and intra-peritoneal fixation, the 
latter being the original idea, the former of more 
recent origin and in favour on the Continent. 

Extra-peritoneal omento-fixation is supported by 
Schiassi, and he is followed, with slight variations, 
by Bunge, Pascale, and others. 

Schiassi’s* operation may be taken as a type, 
and is performed as follows : A vertical incision is 
made through the left rectus from near the costal 
edge downwards for six inches, and from the upper 
end of this incision another is made transversely 
just to cross the mid line. 

These incisions are deepened down to, but not 
through, the peritoneum, and the angular flap so 
formed is turned inwards. 

The peritoneum is now incised in the line of the 
transverse incision, the omentum is drawn through 
until it just fits the opening in the peritoneum, and 
after being rubbed with gauze the base of the 
omental flap is sutured to the peritoneal edges and 
the remainder laid flat on the outer surface of the 
peritoneum and sutured in that position. 

The flap is now brought partly into place over 
the omentum by incomplete suture of the trans¬ 
verse incision, and then the peritoneum is divided 
along the vertical line and the spleen brought up to 
the surface of the wound, its capsule rubbed, and, 
after inserting gauze plugs into the abdomen above 
and below, it is sutured to the peritoneum and 
muscle on either side of the wound. 

The rest of the incision is now closed, and the 
upper and lower sutures left to be tightened after 
the subsequent withdrawal of the plugs. 

This operation is complicated and difficult to 
describe without the aid of diagrams, and appears 
to be only possible in its entirety if the spleen is 
enlarged. 

In other forms of the operation the omentum is 
placed actually within the rectus sheath, and some¬ 
times intentionally or otherwise has been merely 
taken up by the sutures closing the abdominal 
incision. 

In favour of such a method it has been urged 
that a more complete anastomosis results, as 
shown by the experiments on animals carried out 
by Pascale and Tieschi, but against it must be set 


* Schiassi, ‘ Semaine M^dicale,’ May, 1901, No. 19. 
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its elaborate and difficult technique as compared j 
with the intra-peritoneal method, a real objection j 
in the case of the type of patient on whom the ( 
operation is to be performed. j 

Clinically, its advantages do not exist, for by j 
analysing thirty-eight examples of its use the mor- ! 
tality is found to be 29 per cent., and the per- 1 
centage of temporary cures 37 per cent., as against ! 
a death rate of 22*2 per cent., and 45*5 per cent, of 
cures in the intra-peritoneal operations. 

Nearly all are agreed as to the value of rubbing 
or curetting the surfaces, the adhesion of which is . 
desired, although this procedure is condemned by 
Terrier and Guibe as superfluous and even harmful 
—on what grounds I do not know. 

The better to ensure a good formation of adhe¬ 
sions various additions have been made to the j 
original operation. 1 

Thus Turner # and Jonnescu t have interposed j 
the omentum between the liver and diaphragm, I 
von Eiselsberg recommends chole-cystopexy, while 
Ito and Omi J consider it essential to make the 
intestines adherent, for which purpose they insert 
plugs into the wound. This last would seem to 
increase the liability to obstruction as an after- ! 
effect, and Bunge § suggests that the vascularity of 
the intestines is so increased as to lead to haemor¬ 
rhage from the bowel. 

Splenopexy was mentioned by Bunge at the 
Surgical Congress of 1902, and has been carried out 
on many occasions, the spleen, if enlarged, being 
merely sutured to the parietal peritoneum as in 
Schiassi’s operation, or if small, being placed in a j 
pocket prepared between diaphragm and peri¬ 
toneum. Such an operation has also been per¬ 
formed by Narath and again by Aulhorn || as a 
secondary proceeding when the original operation ! 
had been without effect; it should, I think, be 
reserved for such cases as these, or for those 
where the omentum is too shrunken and vascular 
to be of any use. 

Splenectomy . is mentioned by O’Malleylf 

* Rolleston and Turner, 4 Trans. Medical Soc./ 1899. 

t Jonnescu, 4 Hildebrand Jahresbuch,’ 1902, No. 6. 

J lto and Omi, ‘ Deutsche Zeitschr. fur Chirurg.,’ Bd. 
62, s. 141. | 

j Bunge, 4 Klinisch. Jahresbuch,’ 1902. 

| Quoted by Bunge. 

«; O’Malley, 4 Amer. Journ. Med. Sci.,’ 1906, cxxxi, 1 
P «73- | 


but I am unable to find any examples of this 
operation ; it may be that the cases were those of 
Band’s disease. 

Fixation of the edge of the liver to the perito¬ 
neum by a few points of suture can be easily 
performed through the original incision, and does 
not materially add to the length of the operation ; 
it is done by many operators as a routine addition 
to omentopexy. 

Tansini suggested and Widal* actually carried 
out in 1903 implantation of the portal vein 
into the inferior vena cava; Widal’s patient 
survived the operation for three months, but it is 
improbable that even such a happy result as this 
would generally follow so dangerous an operation. 

Theoretically and in practice the original opera¬ 
tion of Morison appears to be the safest and best, 
and its author has not seen any reason to modify it 
since its introduction. 

It is performed as follows: An incision, six 
inches long, is made in the mid line above the 
umbilicus, and the peritoneal cavity carefully freed 
from fluid by gauze mops, used rather roughly so 
as to irritate the peritoneum ; a small incision is 
made above the pubes, just large enough to fit 
tightly around a glass tube which reaches into the 
pelvis. 

The liver and spleen are rubbed with gauze, the 
omentum similarly treated is spread out and 
sutured to the parietal peritoneum over an area as 
wide as possible, and the incision is closed. 

The glass tube is used to remove the ascitic 
fluid which always reappears until the anastomosis 
is complete ; its presence is likely to prevent the 
formation of adhesions, and with this idea the 
abdomen is tightly strapped after the operation and 
the head of the patient’s bed raised to facilitate 
drainage. 

The tube is kept in as long as may be necessary, 
the strictest possible precautions against sepsis 
being taken and the fluid removed daily by suction. 

The use of the tube is better than the para¬ 
centesis, which otherwise is almost certain to be 
necessary for the first few weeks after operation. 

Many surgeons have objected strongly to its use 
on the grounds that infection of the peritoneum is 
a possible sequel, but that this is not the case is 
shown by Morison, in his personal experience of 


* Widal, 4 Semaine M^dicale,’ Paris, 1903, p. 351. 
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sixteen cases, not having met with this disaster 
once. 

Sinclair White* follows Morison very closely, 
only differingfrom him in separating the peritoneum 
from the rectus sheath, suturing it in its reflected 
position and fixing the omentum to the exposed 
abdominal wall. 

Both authorities lay stress on the importance of 
careful living and abstinence from alcohol on the 
part of the patient after recovery. 

The immediate dangers of the operation are 
peritonitis, shock and death from some already 
existing cause, such as toxaemia or renal disease, 
which should have warned the operator to hold his 
hand. 

The later ill-effects which may be caused by the 
operation are ventral hernia and intestinal obstruc¬ 
tion, the former no more commonly than after any | 
other abdominal section, and the latter, a sequel 
which one would expect to be common, in actual 
practice is rare. 

On the Effects of the Operation. 

When this operation was first introduced to the 
surgical world it did not appear to meet with much 
encouragement, for although first described by 
Morison in 1896 and actually performed by Lens 
in 1889, y et: in 1901 Dr. Campbell Thomson could 1 
only collect fourteen examples from the literature 1 
on the subject. . j 

Whereas Bunge in 1905 was able to analyse the 
results of nearly 300 cases, and more were added at j 
the last meeting of the British Medical Association. 

This reaction in its favour is not an unmixed 1 
blessing to the operation, for it leads to its per- | 
formance in unsuitable cases and perhaps tends to 
its discredit. j 

But it is still not generally popular, and very 
different opinions are expressed on its merits. 

On the one hand there are its advocates who j 
claim that by omentopexy they can cure not only j 
the ascites but even the cirrhosis itself. 

And on the other hand are its opponents who 
deny its good effect and maintain that if after its j 
performance the ascites disappears it was caused f 
not by cirrhosis but by an independent or asso¬ 
ciated peritonitis. 

If this were so, it is the laparotomy and not the 
omental suture which subdues the ascites, and it 

* S. White, ‘ Brit. Med. Journ.,’ 1906, ii, p. 1287. 


is difficult to see why the fluid should collect again 
as it nearly always does, after the operation, to 
disappear finally with the development of the 
collateral circulation. 

Cirrhosis and ascites are a combination that 
have often led to a simple laparotomy, performed 
for exploratory purposes or under a mistaken 
diagnosis, yet such a procedure does not appear to 
cure the ascites. 

Cures after repeated tappings of an ascites due 
to chronic peritonitis are not very rare; for 
example, a patient, aet. 49 years, at St. George’s 
Hospital, had had ascites for ten months and had 
been tapped on two occasions ; seven weeks before 
- her death there was again a small amount present 
which cleared up and no fluid was found post 
mortem. 

It is difficult to see how the operation can benefit 
the liver itself, indeed, this is in no sense claimed 
for it by its originators, although the after-history 
of some cases almost seems to point to such an 
effect. 

Morison considers that the operation is only 
shown to benefit the symptoms of ascites and other 
effects of portal obstruction in certain selected 
cases, and that such cases are not common is 
evidenced by only sixteen having been chosen in 
the last eleven years in the cradle of this operation, 
Newcastle. 

No curative effect on the cirrhosis is claimed for 
the operation, but it has only been suggested that 
some improving influence might be exerted partly 
by the relief of the liver from congestion and partly 
by the increase of its blood supply through the 
adhesions, allowing a compensatory hyperplasia of 
the liver cells to take place. 

This might account for the fact that if the liver 
is enlarged at the time of a successful operation it 
often is not observed to undergo the decrease in 
size usual in cirrhosis. This was demonstrated in a 
patient shown by Mr. Spencer* last year at the 
Clinical Society, four years after the performance 
of the operation. 

If the previously-mentioned experiments of 
Herrick are correct and the increase of arterial 
supply is the real cause of the portal obstruction, 
this view as to the value of increased blood-supply 
can be no longer tenable. 

* Spencer, ‘ Clin. Soc. Trans.,’ 1906, p. 239. 
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If it is allowed that although usually a terminal 
event, yet ascites sometimes occurs early in the 
course of cirrhosis, and that in such cases the 
cause of ascites is portal obstruction, then it is not 
remarkable that patients who have survived two 1 
tappings, and who are freed from the portal I 
obstruction by this operation, should contrive to 
live some months or years in comparative comfort. 

Latent cases of cirrhosis presenting neither ■ 
obstructive nor toxic symptoms are known to 1 
occur, and the same may be said of cases with 
toxic symptoms but no ascites, so that it is not 
wildly improbable that the third variation present¬ 
ing obstructive ascites without toxaemia may occur. 

So many operations have now been performed 
with good results as regards the ascites by compe¬ 
tent observers, who have found at the operation 
definite cirrhosis without peritonitis, that the con¬ 
clusion must be drawn that ascites, the direct ! 
outcome of cirrhosis, can be checked by this I 
operation. j 

The vascularity of the adhesions, in the autopsy 
on a man whose case has been reported by 
Rolleston and Turner,* and who lived three 
years after the operation, seemed to show that 
the portal blood was crying out for fresh channels. | 
This vascularity is always a marked feature of the 
adhesions ; indeed, in a patient who needed a I 
second laparotomy, and in whom an omentopexy 
had been performed, the surgeon was forced to 
abandon the operation owing to the furious 
bleeding from the abdominal wall. 

Statistics are notoriously unreliable, and are : 
always likely to present an optimistic view of the 
results, for failures are less likely to reach the 
journals than successes. 

To give the results more generally, Monprofit,! | 
in 1904, tabulated 224 cases with an immediate 
mortality of 42 or 18*5 per cent., and a mortality j 
within a month of the operation of 84 or 37 per 
cent. Of the remaining 140, in 19 the after-history j 
was not known, there was no improvement in 
25, some improvement in 26, and cure of the ! 
ascites or haemorrhage in 70 or 31 per cent. 

Cumston J considers these results too optimistic, 
and quotes Willems as allowing only 10 favourable ] 
results out of 250 German cases. 1 

* Rolleston and Turner, ‘ Trans. Med. Soc.,’ 1899. 

t Monprofit, French Surgical Congress, 1904. 

X Cumston, * Birmingham Med. Review,’ 1905, p. 576. J 


Bunge, in his recent article, gives 274 cases, 40 
of which are ascribed to Power and Gioffredi, and 
as I cannot find the original paper I have excluded 
these, leaving 234, some of which can hardly come 
under the heading of ascites due to cirrhosis. Of 
these, 60 died shortly after operation (25‘5 per 
cent.), 86 were cured for varying periods (37 per 
cent.), 49 (21 per cent.) were not improved, and 
16*5 per cent, were improved but not cured. 

Even allowing for the fact that many of the 
patients would have died, operation or no, the 
death rate is still a very high one. 

It is possible that the larger series of cases give 
a more true idea of the results than isolated reports, 
and combining the cases, more than four of which 
have been reported by the same operator (in all 
ninety-one), it is found that 37 per cent, died 
immediately or soon after the operation, 10 per 
cent, were not improved, n per cent, showed some 
improvement, and 42 per cent, were definitely 
relieved, at any rate for some time, of their ascites. 

This collection shows a higher death rate and a 
higher percentage of successes than Bunge’s series. 

The size of the liver has some bearing on the 
immediate prognosis, for Sinclair White in 109 cases 
works out the mortality at 33 per cent, if the liver 
was atrophied, and 21 per cent, if hypertrophied. 

In many of the reported cases the evidence of 
the cause of the ascites being cirrhosis is uncon¬ 
vincing, but it must be said that such occur among 
the favourable and unfavourable results, and their 
careful exclusion does not appear to influence the 
percentage of cure and death. 

Morison’s series now includes 16 cases, and the 
results obtained up to 1906 were as follows : Five 
died shorly after operation, and none of these, 
Morison thinks, were suitable. Of the remaining 11, 
5 have since died, nineteen months, two years, six 
and a quarter years, four months, and four months 
after operation ; 3 were not improved. There are 
thus 6 left, 1 of which cannot be traced; the other 
5 are alive, 4 quite well, seven and a half years, 
two and a half years, one year, and seven months 
after the operation, and 1 has recurred three and a 
half years after. So that of 15, 3 were not im¬ 
proved, and 7 were relieved for some time, and 5 
died. 

It has been suggested that the results obtained 
by the operation are no better than those by 
repeated tappings, but I do not think there is any 
proof of this, and the very fact that fluid is allowed 
to collect in quantity before being tapped must be 
prejudicial to the patient. 

The other alternative is continuous drainage, a 
proceeding which does not recommend itself at first 
sight, but two cases treated thus with prolongation 
of life for two and two and a half years were men¬ 
tioned at the meeting of the British Medical Asso 
ciation in July, 1906; it would be interesting to 
hear ot any other successful cases. 
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The conclusions to which I have come are as 
follows : 

(0 The immediate cause of ascites occurring 
with cirrhosis is still in doubt, but probably portal 
obstruction and toxaemia are both at work. 

( 2 ) The operation is of most value for those cases 
in which, as sometimes occurs, the ascites appears 
early in the course of cirrhosis. 

(3) At present the operation is followed by death 
within a month in about one third of the cases; 
about one third show marked improvement, and 
the remainder are slightly better or unaffected. 

(4) This mortality rate includes many cases 
which are unsuitable, and with improved technique 
and selection of cases the immediate death rate 
should certainly not exceed 10 per cent. 

(5) The operation, since it is not considered to 
effect a permanent cure, should be deemed a 
success if the patient remains free from ascites for 
one or two years; a greater relief than this can 
hardly be hoped for. 

( 6 ) In a certain number of cases the ascites may 
have been the outcome of chronic peritonitis, 
tubercular or otherwise, and in such, a cure, if 
effected, must be ascribed to the laparotomy alone. 

(7) The effusion most suitable for this treatment 
is that of a patient who has survived one or two 
tappings, who presents the obstructive rather than 
the toxic symptoms of cirrhosis, and whose general 
condition is fairly good. 

Such are not common, and the majority of 
examples of ascites with cirrhosis do not seem 
suitable for this form of treatment. 

September 30/^, 1907. 


BLOOD - PRESSURE AND THE 
NERVOUS SYSTEM.* 

By LEONARD WILLIAMS, M.D., M.R.C.P., 

Physician to the French Hospital; Assistant Physician 
to the Metropolitan Hospital. 


An attempt fully to consider the subject of blood- 
pressure in terms of the nervous system would be 
a task occupying the space of a volume rather than 
that of a lecture. I must therefore explain at the 
outset that I propose to deal with the matter in a 
very general, though, I trust, practical manner. 

We know that the nervous system controls all 
the physiological processes and not a few of the 
pathological. In the matter of blood-pressure it is 
thejkey to the whole situation, for by means of the 

* A lecture delivered at the Medical Graduates’ College 
and Polyclinic. 


vaso-motor centres it presides over the contraction 
and dilatation of the peripheral vessels, which, after 
all, is the principal factor in promoting variations 
in arterial tension. I may remind you that vaso¬ 
motor control exists both in the medulla and in 
the cord. It is the centres in the cord which are 
responsible for local variations in blood-pressure. 
These local centres balance one another, so that 
when one of them orders a local dilatation it is the 
duty of its correspondant to decree a local con¬ 
striction, and vice versa , to the end that the general 
blood-pressure may not be affected by the exi¬ 
gencies of functioning organs. Thus it is that 
when the gastric vessels dilate to supply blood for 
the digestion of a meal, those in the skin contract 
and give rise to a feeling of chilliness. This see¬ 
saw is constantly taking place during the active 
hours, and it is the satisfactory adjustment of the 
balance between the various centres in the cord 
which makes the changes imperceptible to the 
individual. 

In these activities the medulla normally takes 
no part. The power of this vital portion of the 
nervous system is apparently limited to ordering a 
general vaso-constriction, or, if it thinks fit, a general 
vaso-dilatation. It has no power of interfering 
with the see-saw of the local centres. As a matter 
of fact the medulla never voluntarily interferes 
except to produce a general vaso-constriction, and 
this it does only as a measure of self-preservation. 
For instance, if the contraction of the cutaneous 
vessels does not adequately balance the dilation of 
the gastric vessels during digestion, the general 
blood-pressure will fail. If it is in danger of falling 
to the point where the medulla will be face to face 
with starvation, then a general order for vaso¬ 
constriction and a consequent rise of blood- 
pressure is at once issued by the bulb, with results 
with which, in the subjective sensations of dys¬ 
pepsia, we are all familiar. The circumstances 
under which, apart from self-preservation, the 
medulla orders a general vaso-constriction are not 
many, but they are important. In the first place 
the bulb may be provoked, as it were, into issuing 
this order by the action of toxins circulating in the 
blood. The exact nature of these toxins is not 
accurately known, but experience teaches us that 
they are very closely associated with defective 
metabolism, especially of meat foods; that gout 
produces them, and that they are present in great 
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quantities in the conditions known as uraemia and 
eclampsia. 

Secondly, mental excitement, from whatever 
cause arising, immediately reflects itself in the 
medulla in such a way as to cause the latter to 
issue a general order for vaso-constriction. When 
the excitement has subsided the vessels relax and 
the pressure falls. The third and only other 
cause to which I need refer is the stimulation of a 
sensory nerve. This, it is supposed, irritates the 
medulla reflexly and induces it to issue the general 
order for vaso-constriction, which we have just 
considered. Of these three causes, the first, 
namely, toxins of gastro-intestinal origin circula¬ 
ting in the blood, is infinitely the most important. 
It is very necessary to bear the other two in mind, 
otherwise we shall inevitably fall into the mistake 
of ascribing to a continuous and possibly serious 
cause, phenomena which are in reality transient 
and harmless. But the cause to which I wish now 
specially to direct your attention is in a sense the 
most important of all, that, namely, which is due 
to the direct interference of the medulla acting 
from the instinct of self-preservation. 

I have already referred to this matter when 
considering the condition of the blood-pressure in j 
valvular diseases of the heart,* but I may here j 
briefly recapitulate. If asked to select a condition | 
in which, on general principles, we should expect 
arterial blood-pressure to be low, our choice would ! 
certainly fall on mitral stenosis. Here there is a 
block at the mitral valve, engorgement of the lungs 
and general venous stasis, together with compara¬ 
tive depletion of the arterial system. But contrary 
to what under such circumstances we should expect, 
the arterial blood-pressure in mitral stenosis is not J 
low. It is in point of fact invariably elevated, and 
the reason for this is that if the arterial pressure is 
not higher than the venous, the medulla is starved 
and the patient dies. In mitral stenosis the pres- j 
sure in the venous system is unduly high and so 
the medulla in self-defence is obliged, by ordering j 
a general vaso-constriction, to raise the pressure in i 
the arterial system to a point where it shall over¬ 
come that in the venous. Now, this medullary 
instinct of self-preservation has a very important 
bearing upon some other questions, to one of which 
I now propose to refer. 

* ‘Clinical Journal/ April 24th, 1907, p. 30. 


There is an accident which may occur to a 
1 person who is the subject of high tension during 
| any period of his affection, and that is haeniorrhage. 

I High blood-pressure may give rise to haemorrhage 
I anywhere. It may cause haemoptysis, haematemesis, 
epistaxis, haematuria and others, but the most 
I serious of all is that which may take place into the 
; brain. Apoplexy or cerebral haemorrhage is an 
event of very frequent occurrence, and the practice 
1 of estimating blood-pressure by instruments of 
precision, which is happily growing in favour, will 
certainly have the effect of forestalling this 
accident and of lessening not only the number of 
premature deaths, but also the number of those 
crippled with hemiplegia. When a haemorrhage 
takes place inside the cranium, the effused blood 
I becomes a sort of foreign body, and its presence 
| has the effect of augmenting the intra-cranial 
pressure to an extent which varies directly with the 
! amount of effused blood. This increased pressure 
offers a serious obstacle to the flow of arterial 
blood to the medulla. The latter, from motives of 
self-preservation, at once contracts the systemic 
arterioles so that the arterial pressure may rise 
above the intra-cranial pressure and thus save the 
bulb from the starvation with which it is threatened. 
The realisation of this fact is of the utmost 
practical importance. It affords us most useful 
information in venturing a prognosis, and in the 
matter of treatment it will prevent us from making 
one of those mistakes which it is impossible to 
recall without humiliation. Its value in prognosis 
is derived from the fact that if, after the original 
haemorrhage into the brain has occurred, the blood- 
pressure continues to rise progressively, we know 
that this elevation is due to a continuous rise in 
the intra-cranial pressure, that, consequently, the 
haemorrhage is increasing, the lateral ventricles 
are in danger of being filled with blood, and death 
is imminent. If, on the other hand, the blood- 
pressure does not show any very decided rise from 
the point at which it stood soon after the seizure, 
more especially if there is no progressive rise, then 
we may be sure that there is no increase of the 
intra-cranial pressure and, consequently, no 
increase of the haemorrhage. In the one case the 
prognosis is practically hopeless, in the other it is 
favourable. 

In the matter of treatment, it is essential that we 
should recognise that the super-normal blood- 
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pressure in these cases is due to a general order 
for vaso constriction, emanating from the medulla, 
and that the medulla issues this general order 
from the simple motive of self-preservation. If we 
do not bear this in mind we may be induced by 
the importunities of excited and anxious relatives 
to undertake measures of active treatment which 
can only end in disaster. Let us then above all 
things beware of meddlesome treatment in these 
cases. I have heard it gravely affirmed th^t the 
first indication in cerebral haemorrhage is to reduce 
arterial tension. Such is undoubtedly the first 
indication where we are seeking to prevent a 
cerebral haemorrhage, but when the haemorrhage 
has once occurred, to attempt to reduce arterial 
tension is to interfere with Nature’s dispositions for 
securing the continuance of life. Let us suppose 
for example that we have before us a patient who 
has had an apoplectic fit. On taking the blood- 
pressure we find it to be 300 mm. Hg. A moment’s 
thought will tell us that it stands at that figure 
because the medulla has found it necessary so to 
order matters thst the arterial pressure shall be 
higher than the intra-cranial, and that it has con¬ 
sequently decreed a general vaso-constriction. If, 
now, in response to the desire to do something to 
reduce arterial tension, we apply nitrite of amyl to 
the patient’s nostrils, we immediately bring about 
a general vaso-dilation; the arterial pressure falls 
below the intra-cranial, with the result that the 
medulla is deprived of its supplies. We have 
reduced arterial tension, and in so doing we have 
killed the patient. The pressure to be relieved in 
these cases is not the arterial, but the intra-cranial, 
and this can only be done by measures the whole 
of whose effects it is very necessary to consider. 
The first is the abstraction of blood from the 
internal jugular vein (no other vein will do); the 
second is reduction of the amount of cerebro¬ 
spinal fluid by lumbar puncture ; and the third the 
heroic surgical procedure of opening the skull and 
removing the clot. Of these, lumbar puncture 
would seem to be most in accord with the fashion 
of the moment. It has been of great service to 
Babinsky* in relieving the pressure of cerebral 
tumours. He abstracts 15 to 20 cc., which, he 
says, should be allowed to escape very slowly. 
But even with every precaution some deaths have 


* ‘Journal des Praticiens/ June 15th, 1907. 


occurred which, curiously enough, are attributed 
to syncope. 

The moral of the foregoing considerations is that 
we must bear in mind that high blood-pressure 
is not of necessity so evil a thing that it is our duty 
to attack it and reduce it wherever we find it 
Hyper-tension is no doubt a condition which, 
when long continued, directly gives rise to very 
serious and even fatal disturbances in various 
organs, but if I have succeeded in making myself 
clear, it should be obvious that it is also a con¬ 
dition which under some circumstances is absolutely 
essential to life. It is our business, therefore, not 
only to recognise high tension, but also to interpret 
its presence in the light of physiological knowledge 
and common sense, and unless we are careful to do 
this our patients may well pray to be delivered 
from the sphygmomanometer. 

Before leaving the subject of hemiplegia there is 
one practical diagnostic point to which I would 
refer. Theoretically it is quite easy to distinguish 
between a paralysis due to haemorrhage and one 
due to thrombosis, but clinically the decision is 
often surrounded with difficulties. The manometer 
will often help to dispose of these difficulties, for 
whereas in haemorrhage the blood-pressure is in¬ 
variably high, in thrombosis it is generally, though 
not always, normal or even sub-normal. It is 
important to use every available means to aid us 
in coming to a decision on this question of dia¬ 
gnosis, because while it is wrong in haemorrhage to 
adopt any active treatment for the reduction of 
arterial pressure, it is right in thrombosis to 
administer strychnine, caffein and other stimulants, 
which are obviously unsuited to ordinary cases of 
haemorrhage. 

I have said that the medulla never voluntarily 
orders a general vaso-dilation. That does not 
mean that a general vaso-dilation causing a low 
blood-pressure never occurs through the agency of 
the medulla. This agency, however, is of a very 
passive kind; for so jealous is the medulla of any 
interference with its arterial supplies that general 
vaso-dilation necessarily connotes the exhaustion 
of the bulb. Now, this exhaustion may be acute 
or chronic. It is acute in the states to which the 
terms “collapse” and “shock’’areapplied, which are 
in reality but .different degrees of the same thing. 
In these conditions the medulla is exhausted by 
over-stimulation. For the bulb resembles an 
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ordinary skeletal muscle in the sense that it will 
respond to stimuli up to a certain point only. 
When that point is reached there is no further 
response until an interval of rest is allowed. Like 
a skeletal muscle, therefore, it is liable to be 
exhausted, and the cause which produces the 
exhaustion is, in shock, sudden and violent stimu- i 
lation of sensory nerves, as in surgical operations, 1 
especially of the abdomen; and in collapse, con¬ 
tinued ceaseless stimulation, as by the poisons of 
some of the acute specifics. 

An important practical point emerges from this 
consideration. In these conditions it is the fashion 
to give strychnine by hypodermic injection, because 
the drug is rightly credited with being a powerful 
cardio-vascular stimulant. We have to remember, 
however, that strychnine affects the cardio-vascular 
system by way of the medulla; that, in fact, it 
stimulates the medulla in order that the medulla 
may stimulate the heart and arteries. But in 
shock and collapse the medulla is already ex¬ 
hausted, and not only so, but it is exhausted by 
over-stimulation. By administering strychnine, 
therefore, we not only fail of our purpose, but we 
add to the gravity of the position by stimulating 
an organ which requires above all things a period 
of rest wherein it may have a chance of recovering 
its irritability. A much wiser and safer plan is to 
rely upon such drugs as adrenalin or ergot, which 
are believed to bring about the necessary vaso¬ 
constriction by directly affecting the muscular coats 
of the arteries, without making any appeal to the 
exhausted medulla. 

Chronic medullary exhaustion or asthenia, 
leading to low blood-pressure, may be brought 
about in various ways, and here, as in the case of 
high blood-pressure, the responsibility of toxins is 
all-important. Of the hypotensive toxins, that of 
tubercle is by far the most common, even if it be 
not the most potent. Low blood-pressure due to 
vaso-dilation is best recognised clinically, not by the 
sphygmomanometer, but by estimating the degree 
of the stability of the pulse. The normal difference 
between the pulse-rate recumbent and the pulse- 
rate standing is about eight to ten beats quicker 
in the upright position. If this difference becomes 
accentuated to the point of showing a difference of 
twenty to thirty beats, more especially if the 
divergence be associated with tachycardia, as it 
almost invariably is, no matter what the sphygmo¬ 


manometer may say, it is quite certain that the 
arteries are unduly dilated. This means that the 
medulla, exhausted to the point of being unable to 
provoke an adequate vaso-constriction, is obliged 
to rely upon the increased frequency of the cardiac 
systole for the supplies which are necessary to its 
continued existence. Now, this vaso-dilation is 
often one of the earliest signs of commencing 
tuberculosis, and if its clinical manifestations, 
namely, tachycardia and a wide divergence between 
the pulse-rates in the two positions, were more 
often appreciated at their true value, the search 
for other evidences of tuberculous invasion would 
be more often undertaken, with the result that 
valuable time would be saved in commencing 
appropriate treatment. 

This vaso-dilation, though very often present, is 
occasionally absent in very early cases. It is, 
however, never absent in advanced tuberculosis, 
especially of the lung. One of the major accidents 
of phthisis is, of course, haemoptysis. There has 
been a good deal of discussion as to the proper 
treatment of haemoptysis due to pulmonary tuber¬ 
culosis, and one of the methods advocated is that 
of causing the inhalation of amyl nitrite with a 
view of bringing about a vaso-dilation over a con¬ 
siderable area, so as to relieve the pressure at the 
bleeding point. Now I do not say that nitrite of 
amyl should never be used for the purpose of 
arresting haemorrhage from the lung, but this I do 
say, that it is at best an unsatisfactory and 
dangerous expedient. Haemorrhage from the lung 
may occur from two sets of vessels. It may occur 
either from the pulmonary vessels proper, or from 
the bronchial arteries of the systemic system. If 
it is one of the pulmonary vessels proper which is 
ruptured, nitrite of amyl will do no good, because 
to induce a widespread systemic vaso-dilation will 
have no necessary or even probable effect upon 
the pressure of the vessels in the lungs. If the 
haemorrhage be from one of the bronchial arteries, 
then the administration of nitrite of amyl, by 
withdrawing the blood from the bleeding point, 
may certainly serve to check the haemorrhage. But 
we have tc remember that it is possible to pay too 
high a price for this kind of styptic. The blood- 
pressure in tuberculosis is already lowj in advanced 
tuberculosis it may be dangerously.low, so that if 
by administering nitrite of amyl we still further 
reduce it, we are in danger of lowering it to the 
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point at which the medulla is insufficiently supplied 
with blood and the patient dies. Before admini¬ 
stering nitrite of amyl therefore we ought first of 
all to obtain some idea of the height of the blood- 
pressure in the case we are treating, and if we 
decide to use the drug we should be careful to give 
no more of it than will serve to reduce the pressure 
to some point at which the medulla is still 
adequately supplied. These fine gradations are, 
however, by no means free from danger, and I 
prefer to have my cases treated on lines which do 
not demand such niceties. 

Another means by which the medulla is liable 
to become chronically exhausted is undue fatigue 
of the nervous system. In this case it is not that 
the medulla alone is exhausted; it is that the bulb 
partakes in the general exhaustion of nervous 
energy which has been brought about by over¬ 
functioning in some part of the cerebro-spinal 
system. Neurasthenia is the best example of this. 
This condition, we know, may arise from various 
causes, but in my experience one of the commonest 
contributing causes is eye strain. And in this 
connection I may remind you that it is not the 
gross errors of refraction which are responsible for 
this condition. It is the minor errors, those, 
namely, which the patient, by a muscular effort, is 
himself able to correct, which cause the constant 
leakage-of nervous energy which ultimately results 
in the general nervous breakdown. The patient 
sees well, but he does so only as the result of an 
intra-ocular effort which is none the less fatiguing 
because it is unconscious. It is only by the aid of 
a cycloplegic, preferably atropine, that these minor 
errors can be adequately corrected, and the oculist 
who affects to be able to dispense with such aid is, 
from the point of view of neurasthenia at any rate, 
doing the patient, himself, and the physician who 
iecommended him, a grave injustice. 

Hysteria is a condition which is frequently 
confused with neurasthenia, but the two are in 
reality very different. In the latter, as we have 
just seen, the nervous system is in a state of 
exhaustion the result of over-functioning. In 
hysteria the nervous system is in a state of unstable 
irritability the result of idleness. The state of the 
blood-pressure in hysteria is characteristically 
capricious. The irritability of the centres is such 
that high tension due to emotional causes is very 
often observed, more especially when the appear¬ 


ance of a sphygmomanometer gratifies the patient’s 
desire to become, for a moment, however brief, 
the centre of interest and importance. Many of 
the phenomena of this curious condition are 
associated with, even if they are not caused by, a 
want of proper balance between the various centres 
in the cord. The blood-vessels in the different 
areas are not under proper control, so that instead 
of there being a regular and almost rhythmical 
see-saw in response to the exigencies of the vital 
processes, there occur sudden and violent hyper- 
aemias in some districts, which are balanced by 
equally unbridled ischaemias in others. The 
subjective sensations of hysterics have thus a very 
real foundation in the faulty distribution of local 
blood-pressure, which faulty distribution is directly 
due to the insufficient nervous control begotten of 
idleness and want of proper education. That 
bromides do good in these cases is explained by 
their power of moderating excessive irritability; 
that work and a purposeful life cure these cases 
is explained by the fact that such conditions of 
necessity educate the spinal centres into the habit 
of working with moderation and harmony. 

There is only one other subject which comes 
within the limits which present circumstances 
impose, and that is insomnia. This is a condition 
for which we are very frequently consulted, and 
although we may know that it is necessary to 
discount very largely the complaint which is 
expressed on this head, we have to realise that the 
existence of some degree of insomnia, and, indeed, 
the mere belief in its existence, may have a very in¬ 
jurious effect upon patients. Insomnia is an accom¬ 
paniment of so many diseases and affections that 
it is impossible here even to enumerate them. The 
majority of them have, however, this in common, 
that they are characterised by abnormalities of 
blood-pressure. A very large proportion of them 
are associated with high tension, and it is the over¬ 
filling of the cerebral vessels at a time when they 
ought, physiologically, to be practically empty, 
which gives rise not only to real absence of sleep, 
but also to that state of busy, perturbed sleep from 
which the sleeper awakens apprehensive and 
unrefreshed. Nitro-glycerine and erythrol tetra- 
nitrate, by reducing the high tension, will often 
break the vicious circle which is causing the 
trouble, and procure peaceful sleep. The effect of 
these drugs is very transient, and there is therefore 
no danger of patients taking to them as a habit, as 
is only too liable to be the case where hypnotics 
such as chloral, bromide of potassium, and trional, 
are concerned. 

September 30/A, 1907. 
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A CLINICAL LECTURE 

. ON 

EXOPHTHALMIC GOITRE. 

Delivered at St. Bartholomew’s Hospital. 

By NORMAN MOORE, M.D., F.R.C.P., 

Physician to the Hospital. 

Gentlemen, —I shall lecture to-day on two cases 
of a disease which, though it is fairly common, is 
still very obscure, that is to say, exophthalmic goitre. 
There happen to be two cases at present in Hope 
Ward, and one of them is coming down for you to 
see. The other I do not think is well enough to 
leave her bed. The patient whom you will see is 
aet. 21 years, an unmarried woman. The other is 
a married woman, set. 37 years. No one who has 
begun medicine and read anything about the 
subject could fail to recognise both these patients 
as examples of exophthalmic goitre. There are, as 
you know, three definite symptoms, which when 
they are all present leave you in no doubt that the 
case before you is one of that disease. Those 
symptoms are enlargement of the thyroid, pro¬ 
trusion of the eyes, and palpitation of the heart. 
There is another symptom which is often described 
in books but which I do not think deserves to be 
on quite the same level, because it occurs also in 
so many other conditions, and that is a fine tremor 
of the hands when they are extended. But that is 
nearly always present in these cases. All those 
four signs are distinctly present in these two 
patients. You will see that the enlargement of 
this patient’s thyroid is a fairly symmetrical one, 
and there is no swelling over the bridge. You 
will also see that her eyes are somewhat prominent. 
It is important to note the fact that you would not 
attach much importance to that degree of pro¬ 
minence if there were not associated with it the 
large thyroid. If you look at the representation of 
some sovereign’s heads on coins, especially such as 
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King Louis XVI of France, you will see that the 
eyes are represented as standing out as much as 
do this girl’s eyes, and yet we know that those 
sovereigns were not the subjects of this disease. 
So it is the coincidence of this prominence with 
the enlarged thyroid which is the essential point. 
The eyelid lags a little behind the eyeball as the 
patient brings her eye down. If you were closer 
you would see that the eye in movement gets a 
start of the eyelid. The other sign also often 
present I think you can see, that the opening 
between the two eyelids looks stretched. Her 
hands tremble very much. And she does suffer, 
and did a good deal more before she came into 
the hospital, from palpitation of the heart. So 
there could be no doubt that this is a typical 
example of exophthalmic goitre. The other 
patient in Hope Ward is an equally typical 
example of the disease. She has perfectly distinct 
exophthalmos, well marked palpitation, her eyelids 
do not at once follow her eyeball, and she has 
tremors of the hands. But she differs in one 
appearance from this patient, that is to say, she is 
very much emaciated. This patient was not thin 
when she came into the hospital, and she has 
gained flesh while she has been in. The other 
patient is extremely thin and I thought her too ill 
to bring down. She tells us she has been getting 
thin for a considerable time. They have both 
valvular disease of the heart. The patient you 
have seen has a systolic murmur, loudest at the 
base, and this, taken with her pulse, leaves no 
doubt that she has some aortic obstruction. The 
other patient has a systolic murmur, distinctly 
louder at the apex than at the base, and audible at 
the angle of the scapula, and there is no doubt 
that she has mitral regurgitation. The first point 
I want to impress upon you is that valvular disease 
is not an exceptional condition in exophthalmic 
goitre; it is a very common one, but it is not uni¬ 
versal. I think it is most important that you 
should always keep it in mind. 

What is the seat of disease in these patients ? 
Is it enlargement of the thyroid gland? There 
was a boy lately in Mark ward who had the thyroid 
gland more enlarged than has that girl, and I will 
read you a few of the notes of his case. He was 
aet. 16 years, and was slightly jaundiced when he 
came in, and the jaundice became more and more 
intense. This was his history. He was well until 


January ist, 1907, and on January 3rd, while at 
work, he noticed that he was slightly jaundiced. 
On January 10th he noticed that he was losing 
flesh, and for the first time he felt a swelling in his 
neck. He was certain he had not had it before. 
This swelling was present on admission and he 
said it had not altered in size from the time he 
first noticed it on January 10th; he was admitted 
on February nth. He continued to work until 
January 30th, and then he felt so ill that he had to 
take to bed. He complained of a heavy pain in 
the abdomen, worse when he lay on his right 
side. When we came to examine him we found 
that his liver extended three fingers’ breadth 
below the costal margin and it was more or less 
uneven in its surface. The greatest unevenness 
was to be felt just near the edge, so that one 
might easily imagine it was a gall-bladder. The 
thyroid gland was hard and enlarged bilaterally, 
there was a fluctuating swelling in the region of 
the thymus, and a lump could be felt on the 
posterior part of the right lobe. A blood count 
was made and there were 17,500 leucocytes and 
3,365,000 red blood-corpuscles. The end of the 
case was death, which took place on March 17th. 
We had no post-mortem examination. While he 
was in the hospital his thyroid gland certainly con¬ 
tinued to enlarge until just before his death. I 
have quoted that case to you as an example of an 
enlargement of the thyroid gland which was of 
recent origin, which we observed progressing, and 
in which, nevertheless, there was no palpitation, 
there was no exophthalmos, and there were no 
tremors. That I only offer you in proof of what is 
a well-established fact, that enlargement of the 
thyroid is not necessarily associated with exoph¬ 
thalmos or with palpitation. I saw here a little 
time ago a boy, aet. n years, who had a uniform 
enlargement of his thyroid. Three months before 
he had been caught by the throat by another boy, 
and it was said by his friends that this was the 
cause of the enlargement. It was obvious that it 
was not; there was no tenderness or haemorrhage, 
and I saw the boy for some time. The enlarge¬ 
ment persisted ; he had no exophthalmos and no 
palpitation. It is another example of the fact that 
enlargement of the thyroid does not necessarily 
produce these symptoms. I had an out-patient, a 
woman, aet. 34 years, who had great enlargement of 
the thyroid, and on inquiry I found she had had it 


Digitized by 


Google 



The Clinical Journal. ] 


DR. NORMAN MOORE. 


[Oct. 9,1907. 403 


from the age of twenty, but she had no exophthalmos | 
and no palpitation. She lived in Suffolk. I will 
only mention one more case, and lam quoting j 
them to you to thoroughly satisfy you that enlarge- j 
ment of the thyroid is not of itself a cause of 
exophthalmos or palpitation. * This was a woman, 
set. 46 years, whom I saw here and who had a scar 
across her thyroid gland. She said she had sud- 1 
denly put her head out through the window of a 
cab and the glass cut her neck. This wound 
had healed and left a well-marked scar. But in | 
the neighbourhood of this scar there was extreme | 
hardness, and the woman seemed to be very ill, so 
I admitted her. After she had been in the hospital 
a fortnight it was obvious that the thyroid gland 
was enlarging. It went on enlarging, and finally a 
growth projected through the skin and the woman 
died of sarcoma of her thyroid gland. She had no 
palpitation and no exophthalmos. 

Those examples carry us so far in our dis¬ 
cussion of the subject that in those two cases of 
exophthalmic goitre it is not the enlargement of 
the thyroid only which is the cause of the other 
symptoms. I could easily mention to you many 
other examples which would illustrate that well- 
known fact. 

Let us return to the cases of these two women. 
What was the beginning of their illness? What 
was the first thing which they noticed, and, in fact, 
what is the first thing which is generally noticed in 
cases of exophthalmic goitre ? I have seen a good 
many cases here, and it is a sufficiently common 
disease for me to have seen many cases in private. 
In the majority of cases quite nine tenths of them, 
that is to say, in so large a majority that it makes 
one think that in the others it was one’s inquiry 
which was defective and so did not bring out the 
point, palpitation was the first symptom which the 
patients observed. I saw not long ago a patient, 
set. 19 years, an unmarried girl. She said she had 
had palpitation for several years. When one came 
to question her it appeared certain that she had 
had palpitation for four years. And she had 
noticed only about six months ago that there was 
enlargement of the thyroid gland. When I saw her 
there was well-marked enlargement of the heart, 
very extreme palpitation, and palpitation which 
came on without the slightest exertion, and there 
was only slight exophthalmos. And in her case, 
as in the cases of the two women I am lecturing on, 


there was well-marked valvular disease, there was 
mitral obstruction and regurgitation. So that 
commonly the beginning of the disease is a cardiac 
symptom. Is there anything else which precedes 
that ? Because, you see, this is a disease the 
pathology of which we do not know, and therefore 
we ought, as it were, to be constantly discussing in 
our minds, How can it be explained ? Are there 
any signs pointing to its commencement in the 
nervous system ? There is this, that in a very 
large proportion of cases some cause of general 
depression and mental depression is to be found. 
You will often find when you go into the history of 
such case^ that there has been some account of 
the patient having suffered very severe mental 
distress. I remember a patient, set. 20 years, who 
was here. For six months only she had had 
palpitation of the heart, and then occurred some 
swelling of the thyroid. She had been engaged to 
be married for a long time and then the man to 
whom she had been engaged died of phthisis. 
She was a very hard-worked person; she worked 
from 6.30 in the morning till 6 in the evening, 
and did not earn as. much as ten shillings per 
week. I have noted two other instances of people 
one knew, who had the same kind of distress, both 
of whom had valvular disease, in both of whom the 
trouble began by their having palpitation, and in 
both of whom the symptoms went on to most 
severe and well-developed exophthalmic goitre. In 
fact I think you might say that it is very uncommon 
indeed in these cases not to get some history of 
prolonged anxiety or of acute mental distress. 
No doubt there are some cases in which such a 
history is not forthcoming, and perhaps a few in 
which it is not there, but in the majority of cases 
what I have said applies. Does that prove that 
the nervous system or the mind is the commencing 
point of the disease? Might the heart still be the 
commencement of it? I cannot solve that problem, 
but I will offer you one observation in support of 
the view that it may still be the heart. You know 
the condition termed angina pectoris, which is 
generally associated with disease of the aortic valves; 
it is always associated with some degeneration in 
the heart. There can be no doubt whatever that in 
j many cases it began in the heart and it is often 
, associated with the most severe mental symptoms. 

These people with exophthalmic goitre are often 
j in a state of extreme depression, they very readily 
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cry and are quite easily upset. But in the case of 
angina pectoris the subjects are mostly men past 
middle life, whereas the subjects of exophthalmic 
goitre are most frequently women, and it often 
affects them in early life. But you should re¬ 
member that people with angina pectoris fre¬ 
quently have the most extreme mental depression. 

I have satisfied myself that that is not due to the 
fact that they know, as we know, that angina 
pectoris is a sign of a condition of which the 
man is likely to die at some time or another. It 
is not merely the unwillingness to end life, which 
is, of course, a natural enough feeling, because 
the depression occurs in people who are entirely 
unaware of the clinical gravity of the disease. 

I can remember extremely well a most cheerful 
old man, highly educated but totally ignorant of 
medicine, who on walking up a hill one day found 
that he was seized with sudden breathlessness, so 
that he had to sit down—in fact, he had a very 
severe attack of angina pectoris. He had many 
more such attacks, and from being a very cheerful 
man he became extremely depressed, and this was 
noticed by the members of his family. I mention 
that case because I saw him in his early days and 
in his later days, and it would satisfy you that it is 
possible that although this depression may have an 
effect in bringing about the condition, that the 
mental symptoms may largely be due to the 
extreme disturbance of the action of the heart. 

Just let me read to you part of the notes of the 
two cases which I have chosen as the subject of 
my lecture. The first patient is the one you have 
seen, set. 21 years. She is said to have been in 
good health until 1905, and then the first change 
which her friends noticed was that her thyroid 
seemed to be enlarged. In October, 1905, her eyes 
became prominent and her hands tremulous, and 1 
in the following June she thought that she had lost i 
some control over her hands. She said she had had 
no mental worry. I do not put that down as a . 
statement that there was none. Only a small 
clinical experience will tell you how difficult it is 
to get from the patients a true history of their 
mental emotions. Since she has been in the 
hospital she has been in bed, and her palpitation 
has become much less. There is a systolic 
murmur, loudest at the right base; there is a 
distinct thrill to be felt in the second right inter¬ 
space, close to the sternum. A murmur is audible 


at the apex, but not at the angle of the scapula. 
The murmur remains unaltered, but the thrill is 
rather less marked than when she was admitted. 
The other patient is a married woman, set. 37 years, 
and she has had several children. Her illness 
began four years ago: Her last child was born in 
February, 1903, and her medical attendant told her 
then that she had Graves's disease. Her only 
symptom was palpitation with a feeling of faintness 
and weakness. Since then she has never felt well, 
but sometimes she has felt somewhat better and 
sometimes worse. She has not noticed anything 
wrong with her eyes or with her neck, but she has 
well-marked enlargement of the thyroid. She has 
three living children. Several members of her 
family are highly nervous people; certainly she 
comes of what one would term a neurotic stock. 
She has also great palpitation of the heart, a 
systolic murmur loudest at the apex, and a distinct 
tremor of her hands, though I do not think this 
tremor is quite so marked as it is in the other 
case. 

I now want to refer to one or two symptoms 
which are not so common, so universal, as those I 
have mentioned. In the girl you saw there has 
been interference with menstruation, and that is not 
an uncommon condition. One must bear in mind 
in mentioning it that it is very common indeed in 
women with mitral valve disease, and when it occurs 
in exophthalmic goitre it may have a direct relation 
to that, for I should like again to impress upon 
you the fact that a large number of cases of 
exophthalmic goitre have valvular disease. As this 
has only gradually come to be known as the 
disease has been studied during the last seventy 
years some of the records of earlier cases do not 
allude to the valves at all. Another symptom 
which occasionally occurs, and of which I have 
found in my notes several examples, is diarrhoea, 
that is to say, an irritative diarrhoea. That is a 
tolerably frequent symptom and it is worth remem¬ 
bering. It is probably a true irritative diarrhoea, 
because such patients also occasionally suffer from 
violent attacks of vomiting. Now the cases which 
have diarrhoea are not very common, and those 
which have vomiting are much rarer, but you must 
remember that both occur. And when vomiting 
occurs in the disease it is found very difficult to 
control it. In some of the cases in which it was 
present even the mere mention of food made the 
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patient feel she was going to vomit. Here are the 
outlines of a case which I saw not long ago in a 
private house. A woman, set. 34 years, had had 
extreme palpitation; she had a systolic murmur 
and a thrill at the apex. There was no doubt she 
had double mitral disease. That is what had 
troubled her. She had very slight exophthalmos, 
so slight that it was only by examining her very 
carefully that one could satisfy oneself about it. I 
had no doubt it was there. She had enlargement 
of both lobes of her thyroid and great irritative 
vomiting. She was a person who had been 
extremely overworked, and there was this interest¬ 
ing point about her history, that a few months 
before I saw her her mother was said to have died 
of diabetes. You will see why I have put it in 
that way. The patient, whom I saw, was a little 
wasted. When I entered the bedroom with the 
medical practitioner—it was a fair-sized bedroom— 
there was a strong acetone odour, which could be 
perceived a long way from the patient. When by 1 
the side of the bed it was an example of the 
strongest possible acetone odour. One is pre¬ 
sumptuous on these occasions sometimes, and I 
felt no doubt that she had diabetes, and I said to 
the practitioner, “Has not she diabetes? ” He said, 

“ I tested her urine and I could not find any sugar.” 

I said, “ It is very important to test it, and I should 
like to have some.” I took some and tested it and 
there was no sugar in it. I asked Dr. Garrod to report 
upon it and he said there was no sugar, butacetonuria 
with aceto-acetic acid and acetone, and in large 
amount oxybutyric acid. The patient only lived 
three weeks and this acetonuria continued the 
whole time. I examined several specimens of the I 
urine and there could be no doubt sugar was not 
present. The largest quantity of urine passed in a 
day was 37 oz. Now you see why I said it 
was interesting that her mother should have died in j 
a fortnight of what was described as acute diabetes. 
She was not seen by the same practitioner. She 
went away from home when she was ill and could 
not come back. It seems highly probable that the 
mother may have died of a very similar condition 
to that of the daughter. It was a case of aceto¬ 
nuria associated with exophthalmic goitre. It is j 
the only case of the kind I have ever seen; there j 
are a few recorded in medical books. Dr. j 
Dreschfeld, of Manchester, published six cases ! 
which he had seen. Still, such cases are extremely | 


rare. From th e wasted aspect of the patient and 
the strong smell of acetone in the breath you 
would be inclined to conclude that such patients 
were suffering from diabetes, but it is not so. 

I will conclude by relating one case which 
illustrates an occasional difficulty in the diagnosis 
of exophthalmic goitre. As a rule the diagnosis is 
one which anyone who had been clerk for three 
months might easily make—the symptoms are so 
extremely plain. But now and then one sees a 
case which is not quite so easy. Of course there 
may be any amount of variety in the degree of 
exophthalmos, and that you must bear in mind. 
Exophthalmos sometimes does not come on until 
towards the end of the disease, and remember that 
those cases in which the patient’s nutrition is 
maintained, as it was in the girl you saw, are the 
ones which most often get completely well. Those 
cases in which the patient steadily wastes, and 
which are, as a rule, cases beginning rather late in 
life, are the ones which are more likely to come to 
a fatal termination. You must remember that 
although we do not often see a post-mortem on a 
case in the hospital, still a great many of the cases 
—some people have maintained the majority of 
them—do not recover; they most often die of some 
intercurrent disease such as pleurisy, pneumonia, 
or something of that kind. 

Now to turn to this case, which illustrates an 
occasional difficulty in diagnosis. It was a patient, 
aet. 36 years, and I will tell you her history exactly 
as she gave it to me. Twenty years before, namely, 
when she was sixteen, she was taken for a holiday to 
the Black Forest, and there she was very much 
shocked by the large number of women she saw 
going about with enlarged thyroids—the simple 
goitre of a mountainous country. After she came 
home she noticed that her own thyroid was rather 
large. It remains enlarged to the present day. 
She has two aunts whose thyroids are enlarged. 
You must remember that the simple form of goitre 
very commonly occurs in a family, and exoph¬ 
thalmic goitre sometimes does too. Is that an 
accident ? Is it hereditary, is it a congenital con¬ 
dition ? Or is it that both people have aquired it ? 
As far as my own experience goes I should have 
said it resembled rheumatic fever in that. How 
common it is to find several members of the family 
who have had rheumatic fever, and yet one must 
believe it is acquired from the outside. Or you 
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may find many members of a family have tubercu¬ 
losis where you are certain it has come from the 
outside. In the same way I think I have not met 
with cases which would justify me in regarding 
exophthalmic goitre as hereditary or congenital. 
The patient is very easily excited, and has a great 
sense of abdominal distension. The knee-jerks 
are slightly increased, the right pupil is a little 
bigger than the left, and a nervous feeling checks 
her walking, but not the beating of her heart. 
She had a slight degree of murmur, but undoubted 
mitral regurgitation. She had no exophthalmos. 
Her thyroid was enlarged, and you have heard her 
other symptoms. She had very slight paralysis 
of her left levator palpebrarum, but not of the 
right. But on one occasion when I saw her— 
about four years ago, and I saw this patient this 
week — both eyelids acted rather imperfectly. 
When I saw her this week it was clear that it 
was her left eyelid only which was affected. What 
was that? Was it exophthalmic goitre? There 
is a Mr. A. Maude, who was a student here and 
who has studied exophthalmic goitre and written 
many excellent papers on it, and he has collected a 
number of examples of different forms of ophthal¬ 
moplegia. Was this such a case ? I felt uncertain. 
The severe pain which this patient had in the 
back, the extraordinary fatigue, which was quite 
separate from any difficulty in walking due to 
palpitation, the intense pain in the back, and the 
slight paralysis of the eyelid, all taken together 
with her neurotic condition, suggested to me that 
although the case might be one of exoph- | 
thalmic goitre it was more likely that it was an | 
example of commencing disseminated sclerosis. 
Sometimes in women the symptoms of commencing 
disseminated sclerosis are very little different from 
those which a careless observer would describe as 
hysteria, but still associated with very slight sym¬ 
ptoms of a truly nervous character, such as para¬ 
lysis of the eyelid. I own that in this particular 
case I remain in some doubt. And the reason I 
remain in doubt is that the cardiac symptoms do 
not seem to me the most distinctly marked. The 
main direction in which I want to turn your obser¬ 
vations by this lecture is to the cardiac aspect of 
the condition, that you may note how often it 
is associated with valvular disease, and how the 
cardiac symptoms are the first to appear, and how, 
in fact, they seem to be the centre of the morbid 
condition. I wish to draw your attention to this 
from the point of view of clinical observation ; 
the pathological nature of the disease has not yet 
been explained. 

October 'jth, 1907. 


AURAL VERTIGO AND ITS 
ALLIED CONDITIONS.* 

By J. DUNDAS GRANT, M.D., F.R.C.S. 

Ladies and Gentlemen,—You know pretty well 
the acceptation of the term “ Meniere’s disease,” 
and have heard it frequently discussed, notably in 
a masterly and inspiring lecture delivered here by 
Dr. Hughlings Jackson in 1903. He dealt with 
the subject as a neurologist and philosopher. I 
shall to-day approach it as an aurist and ex- 
general practitioner. 

I propose in the first place to give you an idea 
| of a typical case of Meniere’s disease, such as we 
l all understand it. The patient is usually suddenly 
attacked with reeling, giddiness, and generally sick¬ 
ness, and if the attack is a severe one he drops 
down in a state of terrible depression and comes 
! out in a cold sweat; he probably notices noises in 
j his ear, usually high-pitched and perhaps rather 
! musical, and sooner or later he discovers that he is 
deaf in one ear; this takes place in a typical form 
of so-called “apoplectiform Meniere’s disease.” 
Of course there are many variations from this type. 

I need hardly tell you that in former days the 
terrible anxiety caused by such an attack was 
almost indescribable, and it was a great gift to 
humanity when Meniere separated its symptoma¬ 
tology from what might be called serious brain 
disease, as in the classical case to which I shall 
refer. 

The three characteristic symptoms which go 
together (the syndrome) are vertigo, tinnitus, and 
deafness. The vertigo, as I was saying, is some¬ 
times characterised by accompanying severe vomit¬ 
ing more than by the actual vertiginous sensation, 
and the patient is apt to put down the subsequent 
deafness as starting from what he is pleased to call 
“ a severe bilious attack.” There is also intense 
depression. The tinnitus is sometimes described 
as being like a railway whistle; the deafness is 
labyrinthine deafness, to which I shall refer later. 

I shall make a short statement regarding the 
relation of the semi-circular canals to equilibration 
and disturbances thereof, and then refer to seventy- 
six cases which I have had the opportunity of seeing, 
especially with regard to the question as to whether 

* A Lecture delivered at the Polyclinic. 
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there is accompanying deafness or ear disturbance. 
Some of these were not cases of Meniere’s disease 
at all, but various allied conditions simulating it. 
I shall then offer a scheme for the diagnosis of 
these conditions, and in conclusion give some 
practical hints on their treatment. 

I show you on the wall the picture of the osseous 
labyrinth of the ear on a highly magnified scale. 
You observe that there are three semi-circular 
canals, one vertical and nearly sagittal, one vertical 
and nearly coronal, and one nearly horizontal. 
They have been compared to the sides and seat of 
a comer chair, looking (in the skull) outwards and 
backwards, and this crude analogy will help you to 
remember their relative position. I have used the 
qualifying adverb “ nearly h very advisably, because 
the posterior canal of one side is in a line with the 
anterior one of the opposite. The membranous 
canal is only about from one third to one fifth of 
the diameter of the osseous; the diameter of the 
bony canal measures about one twentieth of an 
inch, so that the membranous one is from one 
hundredth to one sixtieth of an inch. It contains a 
fluid, the endolymph, which is set in motion when 
the head is moved, but which lags behind both at 
starting and at stopping. This relative movement 
of the contained fluid disturbs the hairs of certain 
cells in the membranous ampullae, and sensations 
are aroused which help us in judging as to the 
direction and extent of movements our heads have 
made. The fibres from these cells run by means 
of the vestibular nerve to Deiter’s nucleus and to 
the roof-nucleus of the cerebellum Other sensa¬ 
tions, as of the muscular efforts required to maintain 
the body in equilibrium, are conveyed through the 
direct cerebellar tract and restiform body ; others, 
again, from the oculo-motor nerves, convey sensa¬ 
tions indicating the movements of the eyes, which 
take place in our efforts to judge by sight of our 
relation to surrounding objects. I may, en passant , 
remind you that we may find reflex movements of 
the eye from irritation of the vestibular nerve. 

How is it that the equilibrum is maintained? 
What is the influence of the semi-circular canal ? 
All movement producing a disturbance in the semi¬ 
circular canal is conveyed along the vestibular 
nerve to Deiter’s nucleus and thence to the cere¬ 
bellum. The cerebellum has control over the 
musculature of the same side as the lobe stimulated, 
and it affects it chiefly through the cortex of the 


opposite hemisphere of the brain. From the 
cerebellum there is a tract going up through the 
red nucleus to the Rolandic convolutions in front 
of the fissure of Rolando of the opposite side, and 
from the opposite side fibres pass down through 
the cross-pyramidal tract and the anterior columns 
and to the muscles. There are also some fibres, 
described in the admirable work by Dr. Purves 
Stuart, going down from the opposite Rolandic 
convolutions, through the internal capsul*, back to 
the same side of the spinal cord as the lobe of the 
cerebellum; one lobe of the cerebellum acts in 
correspondence with and reinforces the cerebral 
hemisphere of the opposite side. 

When the cells in the ampulla of a semi-circular 
canal are quite destroyed a certain amount of 
guidance is lost; this is a “ suppression-phenome¬ 
non” (Ausfalls-erscheinung), and compensation is 
soon established by means of the remaining factors. 
When, however, the cells are irritated by disease, 
increase or decrease of pressure, the sensation of a 
disturbance of equilibrium is produced and the 
patient feels as if he were turning or as if objects 
were turning round him, the plane of such turn¬ 
ings being probably determined by the direction 
of the canal affected. This is an “irritation- 
phenomenon” (Reiz-erscheinung). The “irritation- 
phenomenon ” is sometimes followed by the 
“ suppression-phenomenon.” This sensation of 
turning or moving in a more or less definite plane 
is termed “ vertigo,” and when it is due to an 
irritation in the labyrinth, “aural” or “labyrinthine 
vertigo.” Many conditions are called “vertigo” 
which hardly answer to that definition; at the 
same time we do not know exactly where to draw 
the line between confusion of equilibrium and 
definite turning. How should we fall if one of 
these canals were affected ? It is difficult to say 
whether the turning would be towards the diseased 
side or from it. I cannot from my examinations 
entirely make out; it is sometimes one and 
sometimes the other. Whichever it ought to be, 
it is sometimes reversed for this reason, that 
in trying to rectify our tendency to fall to one 
side we may overdo the attempt to maintain 
a balance and fall towards the other side; 
therefore we cannot in reality be guided by the 
direction of the falling or turning. The disturbed 
idea as to position may lead to erroneous attempts 
at rectification, so that the patient may turn 
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into such attitudes that equilibrium cannot be 
maintained and he drops to the ground unless he 
is[able to catch hold of a railing or some firm object 
till the irritation subsides and the attack passes off. 

Mdni&re’s disease, as described by Meniere, was 
attributed by him to an effusion of blood or of a 
blood-stained fluid into the semi-circular canals, 
such as he found in his first classical case. It was 
accepted that in all cases the same condition 
would bafound post mortem, in the rare event of 
death occurring. Gelle found, however, in some 
well-marked cases that no such effusion was present, 
that the internal ear appeared normal and that 
the main pathological condition was a fixation of 
the stapes in the oval window and closure of the 
round one by inflammatory products. In Gelid's 
cases there was a typical “ sclerosis ” of the middle 
ear and the pathology required revision. How can 
such a condition produce vertigo? Any increase 
of vascular tension in the labyrinth must produce 
pressure on the sensitive hair-cells and sensations 
of disturbance of position, unless some factors act 
as safety-valves; such safety-valves are the oval and 
round windows, the membranes of which yield so 
as to neutralise the increase of pressure. If these 
windows are firmly closed by disease this yielding 
safety-valve is absent, and the pressure, not being 
neutralised, produces its disturbing effect. Thus it 
is that with the so-called sclerosis of the middle ear 
vertiginous attacks may occur and simulate the 
genuine Mdniere’s disease. We may term the 
condition “ sclerosis of the middle ear with 
Meniere’s symptoms,” or “with vertigo.” 

You may very reasonably ask why giddiness is 
not present in all cases of sclerosis of the middle 
ear. I believe that another factor is necessary in 
these cases for the production of marked vertigo, 
and that is a hypersensitiveness of the vestibular 
nerve apparatus, and that this is often the main 
element in the minor forms of aural vertigo; 
thus, in many cases of vertigo we find evidences of 
neurasthenia and hyperaesthesia of the sensory 
portions of the nervous system. 

I shall now give the results of observations on a 
number of cases, for the opportunity of examining 
which I am mainly indebted to my valued colleagues 
at the West End Hospital for Diseases of the 
Nervous System. In 61 of the cases with vertigo 
there was disease of the ear, and in 15 the ear was 
not involved. 


Of the 61 cases with accompanying ear disease, 
there were 10 due to labyrinthine effusion, 4 due 
to chronic labyrinthine changes, 1 was pure laby¬ 
rinthine vertigo, 2 chronic labyrinthine disease due 
to hereditary specific disease, 3 due to climacteric 
congestion of the labyrinth, 1 to gouty labyrinthine 
effusion, 6 to labyrinthine congestion of indefinite 
cause, 1 to albuminuric effusion into the labyrinth, 
2 to fracture of the labyrinth, 5 to traumatic effusion 
into the labyrinth, 1 to specific disease of the 
auditory nerve, 5 to suppurative catarrh of the 
middle ear, 7 to chronic catarrh of the middle ear 
with involvement of the nerve element, 1 to chronic 
catarrh with syphilis, 1 to the residua of chronic 
j suppuration of the middle ear, 1 to suppurative 
inflammation of the middle ear with involvement 
I of the auditory nerve, 1 of uncertain nature. Two 
were due to ear disease with epilepsy (whether 
; simply as a coincidence or not I cannot say), 1 to 
j epilepsy along with labyrinthine disease, 2 to neur¬ 
asthenia with nerve deafness, 1 to hysteria and nerve 
! deafness, 1 to alcohol, ocular vertigo, and disease 
of the labyrinth, r either to hysteria or meningitis, 
j 1 to myxcedema (which may affect both the internal 
| and middle ear—in this case the giddiness was due 
to internal ear trouble). 

Of the 15 cases that simulated M£ni£re’s disease, 
2 were epilepsy, 5 neurasthenia, 3 arterial sclerosis, 
1 anaemia, 1 traumatism to the skull without 
apparent involvement of the auditory nerve, 2 
hysteria, 1 myxcedema. 

I shall now give a scheme for the diagnosis of 
true Meniere’s disease and other conditions 
simulating it. 

Given marked vertigo, we ask, Is it due to ear 
disease or not? Naturally the most common 
symptom of ear disease is deafness. Assuming 
that ear disease is present, we must differentiate 
between the labyrinthine and obstructive forms. 

I will remind you that in nerve-deafness, the 
hearing for the tuning-fork through the bone is dimi¬ 
nished, and that the relative relation of hearing on 
the bone and through the meatus is not disturbed ; 
the tuning-fork placed on the vertex is heard best 
in the good ear (not in the bad ear as in obstructive 
deafness). These results give, in general, a dia¬ 
gnosis of nerve-deafness. Have we any means of 
localising the disease in the labyrinth? If the 
nerve-deafness is due to disease of the labyrinth, it 
is almost certain that there will be loss of hearing 
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for the highest pitched tones which can be tested 
by means of Galton’s whistle. Normally this 
instrument can be heard up to the mark 1 m., that j 
is to say, the sound produced by a stopped pipe j 
1 m. in length, but when the labyrinth is diseased j 
it may not be heard any higher than the mark 4 or j 
5 or 6, or even lower. If there were nerve-deafness 
without loss of hearing for the highest tones, it 
would be probably central in nature, as when the 
nervous system is exhausted, and, owing to its 
weakness, the centres of hearing along with other I 
centres are lowered in power. 

Assuming that the case is one of nerve-deafness 
(I am taking this from the point of view of the 1 
aurist for the moment) we ask if the deafness has 
come on suddenly. Sudden deafness with intense 
vertigo is characteristic of M£ni£re’s disease proper, 
caused by effusion into the labyrinth. Sudden 
deafness and vertigo may be the result of an injury j 
which has given rise either to concussion or haemor¬ 
rhage into the labyrinth; concussion would be 
characterised by the patient recovering in time—it 
may be several months,—whereas haemorrhage into 
the delicate structures of the labyrinth would 
destroy the hearing altogether. Then, again, the I 
onset may have been acute in association with 
febrile disturbance or some infectious disease, such 
as in acute labyrinthitis following mumps, when as 
a rule the deafness is more marked than the vertigo. 
We may also have chronic labyrinthitis characterised 
by a certain amount of vertigo, but usually more 
by deafness. 

Suppose, on the other hand, we have obstructive 
deafness. As I have said, there may be Meniere’s 
symptoms with obstructive deafness, due to disease 
causing fixation of the stapes and tension of the 
outer walls of the labyrinth. In obstructive deaf¬ 
ness the tuning-fork on the mastoid is heard I 
better than the normal, and the tuning-fork on 
the vertex is heard better in the bad ear. Ob¬ 
structive deafness may be roughly divided into 
two kinds: non-suppurative and suppurative. In 
the non-suppurative form, if acute y there may be 
pain, or if chronic , a history of a gradual onset of 
deafness culminating in a sudden attack of vertigo ; 
this cannot be called Meniere’s disease proper ; 
it is aural or labyrinthine vertigo. Again, there 
may be tympanic tension causing fixation of the 
outer wall of the labyrinth and consequent loss of 
the safety-valve action, but not due'to labyrinthine 


disease. Suppuration in the middle ear may give 
rise to Meniere’s symptoms on account of con¬ 
gestion, pressure of granulations on the stapes, or 
sequential purulent labyrinthitis; sometimes this 
extends to the meninges, causing purulent menin- 


gitis. 

What are the allied diseases in which there is 
no deafness and which are apt to simulate 
Meniere’s disease? We will take as a basis for 
classification the presence, as distinguished from 
the absence, of loss of consciousness. 

Very commonly, as in at least two of my cases, 
and I think probably more, vertigo accompanied 
by loss of consciousness is really part of an 
epileptic attack, so that when distinct loss of 
consciousness can be made out, preceded probably 
by an aura, it may be put down as being epileptic ; 
the importance of recognising this condition is very 
great in regard to treatment. On the other hand, 
when tbe unconsciousness is momentary it may be 
due to syncope owing to cardiac weakness; some¬ 
times a sudden attack of vertigo (as it is called) 
with momentary unconsciousness comes on with a 
little cough, and is known as “ laryngeal vertigo” ; 
I think it ought to be called “laryngeal syncope,” 
as it is more of the nature of a syncope and 
probably anaemia of the brain than vertigo. 

If there is no unconsciousness , is the vertigo 
affected by closing the eyes? If made much 
worse by closing the eyes we should think of 
locomotor ataxy, look for Argyll-Robertson pupils, 
test the knee-jerks and inquire as to urinary 
difficulties. If, on the other hand, it is relieved 
by closing the eyes, it may be one of the forms of 
ocular vertigo; but many cases of neurasthenic 
vertigo are relieved by closing the eyes, as also is 
functional vertigo produced by a swing or u round¬ 
about ” or the sea. 

If the vertigo is unaffected by closing the eyes, 
it may depend upon indigestion and be relieved 
by the removal of the cause. Sir William Gowers 
has told us that this is a very rare occurrence, and 
that most cases of so-called gastric vertigo are 
really labyrinthine; in point of fact he went so far 
as to say that about 90 per cent, of cases of vertigo 
are due to disturbance of the semi-circular canals. 
Gastric vertigo is a toxic form of vertigo; there 
are various other toxic causes, such as tobacco 
and alcohol. Pulse-tension, associated with early 
cirrhotic Bright, may produce “renal” vertigo, 
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what is called by the French “ Brighiisme auricu- *| 
Zaire ” If the attacks are associated with redness 
of the face and other signs of plethora we must 
think of cerebral congestion ; but these symptoms 
are particularly associated with the vascular j 
disturbances accompanying the menopause. Occa¬ 
sionally an injury to the head will produce a 
lasting tendency to vertigo, even without there 
being apparently any injury to the semi-circular 
canals; this is “traumatic” vertigo, due to a form of 
concussion which causes disturbance of the soft 
parts without actually destroying them. When 
there is headache, optic neuritis, opthalmoplegia, 
paralysis, we must think of organic cerebral 
disease. Hysterical or neurasthenic vertigo forms 
a large group and is accompanied by nervousness, 
general hypersensitiveness and neurasthenia, or 
the stigmata of hysteria, such as hemi-anaesthesia, 
and diminution of the field of vision. Another 
very interesting ,group is one in which hemicrania 
shows itself as intense vertigo accompanied by 
unilateral headache, scotoma, etc. 

With regard to the treatment of Meniere’s 
disease, the first thing is to tide the patient over 


and Dr. Milligan, of Manchester, have been the 
most successful in performing this. Of course, in 
doing this, the aim is to substitute the “suppression 
phenomenon ” for the “ irritant ” one. The ear is 
hopelessly deaf afterwards, but freedom irom the 
awful vertigo may be obtained. 

If the patient is plethoric, there is no doubt 
that the regular use of aperients may relieve the 
vertigo; on the other hand, however, there are 
cases in which the use of aperients or the loss of a 
meal will bring on an attack ; both these conditions 
j have to be kept in mind. 

If there is evident suppurative disease of the 
middle ear or cholesteatoma, the radical mastoid 
operation may give the patient complete relief 
from vertigo. Any morbid condition of the ex¬ 
ternal or middle ear would obviously call for treat¬ 
ment so far as amenable to it. 

With regard to other forms of vertigo simulating 
Meniere’s disease, if a diagnosis of epilepsy can be 
made out, the vertigo will generally answer to 
bromides in one form or another. Cardiac syncope 
would require appropriate treatment, such as rest, 
regulated exercise, the administration of cardiac 
tonics as strophanthus and nux vomica. In the 
ordinary way it may be said that the vertigo of 
I “ auricular ” Bright’s disease will yield to iodide of 
I potassium and milk and fish diet. 

! In the case of injury to the head causing 


the attack by keeping him at rest and in quietness, 
and applying warmth to the feet and cold to 
the head; no doubt the disturbance would be such 
as to indicate the administration of large doses of 
bromide of potassium. 

There is one drug which will diminish the ; 
sensitiveness of the vestibular nerve, and that is 
quinine. It was originally supposed that quinine, 
in order to cure or relieve Meniere’s disease, had 
to be administered until it had obliterated the 
functions of the auditory nerve, that is to say until 
it had produced absolute deafness. I have found, 
however, that very small doses of quinine diminish 
vertigo considerably, and I have expressed the 
opinion that quinine actually acts as a sedative to 
the vestibular nerve. Dr. Hughlings Jackson has 
said that small doses of quinine are all that are 
necessary, and that even half a grain will do all that 
is required to get the vertigo into subjection. I do 
not say it will restore the hearing or remove the 
noises, but it will relieve the vertigo in a great 
many cases. 

If nothing will keep the attacks in subjection, 
in the most advanced cases where life is a misery, 
it is justifiable to try to obliterate the semi-circular 
canals; this has been done; I think Mr. Lake 


traumatic vertigo I have frequently seen great 
relief follow the administration of small doses of 
perchloride of mercury (io minims of the liquor). 

As a rule it may be accepted that epileptic vertigo 
answers to bromide, renal vertigo to iodide of 
potassium, traumatic vertigo to perchloride of 
mercury, labyrinthine vertigo to quinine (or, if the 
patient has a fixed idea that quinine upsets him, 
small doses of salicylate of soda). 

Although in cases of congestion of the internal 
ear bromide is very valuable, it does not 
produce the same sedative effect upon the 
vestibular nerve as small doses of quinine. The 
action of quinine is so marked that it may almost 
be used as a diagnostic means in those cases 
where there is difficulty. It will be found useful 
in diagnosing between cases of epilepsy with 
marked vertigo and cases of aural vertigo where 
the deafness is not marked and the disturbance 
produced such as even to amount to a loss of 
consciousness. . , 

One other remedy may be used in cases ot 
congestion of the internal ear, and that is pilo 
carpine. It is to be avoided in any case where the 
patient is weak or anaemic, when it is calculated to 
make matters worse. Its field of usefulness is 

limited, but it exists. In syphilitic cases it may 
be employed, but not to the exclusion of the 
'i specific remedies. Lumbar puncture has given 
relief from vertigo in some cases in which the 
j disturbing element seemed to be increased pressure 
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in the cranium or labyrinth. Its diagnostic value 
is in doubtful cases a justification and reason for its 
use. Counter-irritation by means of blisters or the 
cautery has been advocated, and Dr. Wilson Parry 
has found the employment of a seton in the side i 
of the nape of the neck corresponding to the 1 
affected ear productive of relief when other means | 
had failed. I 

The following table may be found of use in the j 
diagnosis of the vertiginous conditions we have | 
been considering : 


Vertigo. 


(A) 

With Aural Disease. 


(a) Nerve-deafness. 
I. Sudden— 

(1) Idiopathic 


(2) Traumatic (blows, 
explosions, etc.) 
II. Acute. 

III. Chronic 


I 


Labyrinthine effusion 
(M^nifcre’s disease proper). 
Concussion; haemorrhage in 
labyrinth. 

Acute labyrinthitis (simple, 
infectious, etc.). 

Chronic labyrinthitis, con¬ 
gestion, anaemia. 

(£) Obstructive deafness (M^ni&re's symptoms). 


I. With suppuration 


II. Without suppuration 


Congestion, pressure of 
granulations, purulent 
labyrinthitis. 

Tympanic tension, sclerosis, 
etc. 


(B) 

Without Aural Disease. 


(a) Unconsciousness. 

(1) Aura, etc. 

(2) Momentary uncon¬ 

sciousness— 

With cardiac weak¬ 
ness, etc. 

With cough 

( [b) No.unconsciousness. 

(1) Relieved by closing 

eyes 

(2) Worse on closing 

eyes 

(3) Unaffected by clos¬ 

ing eyes— 
Dyspepsia, etc. 
Toxic causes. 
Pulse tension 
Redness of face, 
etc. 

Pallor, etc. . 
Injury to head 

Headache, optic 
neuritis, ophthal¬ 
moplegia, para¬ 
lysis, etc. 

Nervousness, stig¬ 
mata, hemi-anaes- 
thesia, etc. 
Unilateral head¬ 
ache, scotoma, etc. 


Epilepsy. 


Syncope. 

Laryngeal vertigo or syn¬ 
cope. 

Ocularvertigo, neurasthenia, 
functional vertigo. 
Locomotor ataxy. 


Gastric vertigo. 

Toxic vertigo. 

Renal, gouty vertigo. 
Cerebral congestion, climac¬ 
teric, etc. 

Cerebral anaemia. 

Traumatic vertigo, con¬ 
cussion. 

Organic cerebral disease. 


Neurasthenia, hysteria. 


Hemicrania. 


October yth, 1907. 


THREE CASES OF 

PARTIAL GASTRECTOMY.* 

By E. STANMORE BISHOP, F.R.C.S., 
Hon. Surgeon Ancoats and Jewish Memorial 
Hospitals, Manchester. 


When once the safety of intra-peritoneal surgery 
had been demonstrated by operations on the 
ovaries and uterus, it was inevitable that the 
surgeon’s attention would next be attracted by 
conditions affecting the intestinal tract. Strangu¬ 
lated herniae, in which the involved loop had lost 
its vitality, were naturally, as being the most 
obvious, the first to be attacked. Total excision 
of the devitalised portion was found to give far 
better and in every way more satisfactory results 
than the older practice of merely opening the 
necrosed tube and allowing the formation of an 
artificial anus. The divided ends, if healthy, were 
found to unite promptly and securely if only 
certain precautions were taken, and certain experi¬ 
ments showed that in the course of a very few 
months no trace of the line of union could again 
be found. The cause of failure in some instances 
could be traced to a want of freedom in excision, 
the line of section having passed through moribund 
or already poisoned segments; when perfectly 
healthy bowel alone was left union was more rapid 
and secure than anywhere else in the body, for 
here there was the assistance of the quickly ad¬ 
hering peritoneum, so long, and as it now proved, 
so baselessly feared by the surgeons of past genera¬ 
tions. When this was established the encourage¬ 
ment was great; if one of the conditions of success 
was that healthy bowel should be divided, why 
should not obstructive growths, strictures, or volvuli 
be attacked ? The bowel in these cases, cut wide, 
had healthy circulation and might be trusted to 
unite. The attempt was made and proved success¬ 
ful. Then came the question, how much of the 
intestine could be removed with safety and without 
impairment of nutrition? More and more of the 
small and large intestine was ablated, and up to a 
certain point, and a very wide one, amounting to a 
third of the small and nearly the whole of the large 
intestine, the animals upon whom such operations 


* Delivered before the members of the Clinical Society 
of Manchester. 
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were done seemed none the worse. Sufficient at 
all events of these parts for all practical purposes 
might be safely removed. The result of this j 
education was applied to human patients suffering 
from these obstructions, and the after-records of 
such patients justified the interference. 

But wffiilst such operations upon the intestine : 
proper were comparatively easy if the surgeon 
were expert, it was very different with the upper 
part of the intestinal tract. If carcinoma had 1 
disabled one part of the large or small intestine, 
after its removal there was ample left to take on 
the function it could no longer perform; if part or I 
the whole of the stomach were taken away, what j 
other portion of the digestive tract could fulfil its 
functions ? Gastric digestion was evidently a neces- ! 
sary preliminary to intestinal. A study, of the 
processes and of the structures necessary for those 
processes of digestion in the stomach had long 
since demonstrated that certain glands only to be 
found there secreted free hydrochloric acid and 
pepsin, and that the closed pylorus at its lower 
opening retained the food in its cavity until f 
digestion by these materials had reached a certain 
stage, when it relaxed and permitted the resulting 
fluid then, and only then, to pass into the intestine. 
Growths, especially carcinoma of the stomach, were 
found mainly to attack this valve and the parts 
adjacent. If the valve were removed what would 
happen? Would the patient die of starvation, 
because the food, no longer prepared for intestinal 
digestion and absorption, passed inertly down that 
tube? Yet if the growth were left the unfortunate 
possessor must ultimately, and at no great distance 
of time, perish from its very presence; so far as 
the peptic and acid glands were concerned their 
function had already been suppressed to a very 
large extent by the growth itself. 

The operation necessary for its removal was, 
moreover, a far more complicated one than the much 
simpler excision of a portion of the gut; as the 
tissues implicated were in closer relation to the 
great sympathetic ganglia, so the shock of the 
operation was likely to be much greater. Besides, 
much more had to be done. Experience of growths 
in the intestine had familiarised men’s minds with 
the difficulties encountered when two tubes of 
different calibre had to be united, but that had 
often been evaded by previous drainage and conse¬ 
quent re-contraction of the proximal and temporarily 


dilated end. Here was a disproportion which no 
amoynt of drainage, had that even been practicable, 
could remedy, and which must be encountered; 
the manoeuvres required must perforce take longer 
than was necessary in the other work, and the 
abdominal cavity must therefore remain open for a 
longer time. Could the patient be expected to 
survive this? Was it not asking too much of a 
subject already enfeebled by a wasting disease ? 

Such considerations led many to prefer the more 
rapid and more easy operation of gastro-enteros- 
tomy, trusting that the drainage so secured might 
relieve the symptoms of which such patients com¬ 
plained and prolong the life as far as could be done 
in the face of so hopeless a condition. 

But it was evident that mere drainage did nothing 
towards the removal of the growth, and any surgical 
interference which did not succeed in this result 
would be likely to act as such operations acted 
elsewhere in quickening up instead of retarding 
the rate of growth of the neoplasm; even if this 
proved to be a needless fear the carcinoma was 
still there, and its inevitable progress had still to be 
reckoned with. 

Here, as in all previous steps in the work, experi¬ 
ments on animals came to the aid of the surgeon. 
Such experiments demonstrated: (i) That the 
operation was practicable; (2) that the operation 
itself could be borne ; (3) that digestion could still 
be carried on, even when almost the whole stomach 
had been removed, if certain articles were excluded 
from the dietary. 

Acting upon the information thus obtained 
Pean in 1879 performed the first pylorectomy in 
man ; in 1880 Rydygier operated—both unsuccess¬ 
fully. On February 28th, 1881, just twenty-five 
years ago, Billroth performed the first successful 
partial gastrectomy. 

Complete gastrectomy was first carried out in 
1883 by Connor, of Cincinnati; his patient died 
on the table. The first successful operation was 
done by Schlatter, of Zurich, in 1897. In that 
case the duodenal end was closed and a loop of 
jejunum united to the oesophagus. Brigham, of 
Boston, U.S.A. in 1898 succeeding in uniting 
the divided ends of duodenum and oesophagus by 
means of a Murphy’s button. 

This is a digression, however, as in all that 
follows reference is made to the operation of 
partial gastrectomy alone. 
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The advisability or not of any such operations 
must always depend upon the relative gain to life 
afforded by them ; in the case of so young an 
operation both the mortality and the period of 
life added by it in successful cases must neces¬ 
sarily alter with the increased expertness gained in 
its performance. In addition, the improved com¬ 
fort of the sufferer, if obtained, will be a very 
important element to be taken into consideration. 

In 1898 Kronlein reported 24 cases with 5 
deaths; of the first 4 resections 3 died; of the 
following 20 only 2 died. 

In 1902 the same writer tabulated 264 cases of 
gastric carcinoma, of which 53 were regarded as 
inoperable, and 7 2 wefe only submitted to explora¬ 
tory laparotomy ; 14 refused operation and 74 were 
treated by gastro-enterostomy; 50 only were treated 
by partial gastrectomy, and the mortality of these 
was 28 per cent. 

Of the unoperated cases the duration of life 
from the onset of the first symptom until death 
was about 12^ months. 

In the cases submitted to partial gastrectomy 
the average duration of life was 26£ months, so 
that an increase of 14 months was gained, but this 
does not express the entire truth. Seven cases 
out of 13 which survived 1 year are tabulated as 
follows : 

3 cases were in the 2nd year. 

^ J) M 3/d ,, 

* »> yi 4^b ,, 

1 „ „ 8th „ 

In 1898 Kocher reported 57 cases with 5 
deaths. 

In 1899 Maydl reported 25 operations, of which 
7 lived for over 2 years, averaging 4 years 2 \ months 
each. 

In 1901 Mickulicz had seen 458 cases of gastric 
cancer; in 128 of these no operation was performed. 
The total duration of life in these was n£ months. 
In 100 cases where resection was done there were 
37 deaths; the average duration of life in those 
which survived was 24^ months, or a gain of 13 
months. Four of the cases were alive over 3^ 
years after operation. 

In 1904 Rutherford Morison reported 16 cases ; 
one case was alive 6 years and one 4 years without 
recurrence. 

In illustration of the improvement in an indi¬ 
vidual operator’s statistics, note Kronlein’s state- 


! ment given above, besides which Mayo Robson 
! reports that his mortality before 1897 was 75 per 
| cent.; since that date it has fallen to 12*5 per 
; cent. 

As to the increased comfort of such patients as 
survive a partial gastrectomy for carcinoma of the 
stomach, such patients before operation complain 
of more or less constant pain either in the epigas- 
I trium or in the back below the scapulae, of vomit- 
] ing which becomes more and more frequent, and 
of great loss of flesh and strength. The pain 
disappears, so also does the vomiting; many report 
themselves as gaining flesh and strength. Even if 
this is only for a time it is yet a distinct gain, and 
I in the case of those who survive over three years 
; there seems to be a fair prospect of a definite 
cure. 

My own cases have been three, all partial 
gastrectomies. Two of these died within a short 
time after operation; the third and last I am for¬ 
tunately able to show. The details of these are 
i condensed as follows : 

; Mrs. A. W—, set. 38 years, admitted April 6th, 

1 1902, sent to me by Dr. Paton, of Harpurhey. Her 
father died at eighty, of senile decay; her mother 
at thirty-eight, fourteen days after the tapping of an 
ovarian tumour; she had two brothers and three 
sisters living; she had suffered from “bilious” 
attacks occasionally for sixteen years. About one 
; year before examination she began to suffer from a 
j feeling of repletion after food, especially after dinner; 
j if she had eaten any vegetables this bloated sensa¬ 
tion lasted all the afternoon. In October, 1901, she 
! consulted her own doctor, as vomiting at frequent 
j intervals became troublesome; during that month 
1 she saw the late Dr. Harris, and the two came to 
the conclusion that she was suffering from acute 
dyspepsia, but at that time no mass was detected. 
In November of the same year Drs. Harris and 
1 Paton found a mass in the right hypochondrium, 
this was at that time somewhat doubtful, but in 
January, 1902, it could be plainly felt. 

On examination the patient was somewhat 
emaciated ; her weight was 4 st. 8 oz.; she stated 
| that she had lost flesh since October, 1901. 

The abdomen was scaphoid, the walls thin. In 
the dorsal position a mass the size of an egg could 
be seen and felt at the umbilical level on the right 
side; this was hard, slightly uneven and movable 
for a short distance laterally in both directions and 
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upwards; in the erect position it came below the 
umbilicus; in the Trendelenburg position it lay 
entirely in the right hypochondrium and passed 
upwards beneath the liver. There was visible 
peristalsis, which moved from (patient’s) right to 
left, the mass moving with it. This mass was dull 
on percussion and the dulness was separable from 
that of the liver; the liver dulness was not 
increased. 

April 7th.—A median incision was made from 
one inch below the sternum to the umbilicus; the 
mass was seen to occupy the position of the 
pylorus; it was smooth and not adherent to parts 
around. It was clamped doubly on both sides and 
brought outside the abdominal wall. After re¬ 
moval the upper part of the gastric opening was 
sewn up and the duodenum united to the lower 
part; there was some trouble in securing the right 
gastro-epiploic artery, which slipped, retracted, and 
formed a fair-sized hsematoma in the omental 
tissues before it could be again secured. The 
pulse failed altogether, and respiration ceased twice 
during the operation, but was restored by artificial 
means. Transfusion by Barker’s saccharated saline 
fluid was done both before and during the work; 
strychnine was also used. She was returned to 
bed with a pulse of 138, respirations 28, temperature 
98° F. 

For the first forty-eight hours the progress of the 
patient was good; nothing was given by the 
mouth, but nutrient and saline enemata were given 
alternately every four hours. At the end of that 
time she began to complain of pain referred to the 
hypogastrium and sacrum; the abdomen became 
rigid, the recti were taut, the pulse became thin 
and hard, the face drawn, the tongue dry. The tem¬ 
perature fluctuated between 97 0 and 98*6° F., respi¬ 
rations 28 to 34, pulse 128 to 134. On April 10th 
these symptoms had improved slightly. On the 12th 
she became apathetic, but the abdomen was supple 
except the recti; pulse 112, respirations 34, tempera¬ 
ture 98*2° F. As the enemata were now no longer 
retained a little tea with milk was given by the 
mouth, followed later by Brand’s essence; this was 
swallowed with some difficulty at first owing to the 
dryness of the mouth, but afterwards more easily 
and was retained; no pain followed; there was 
incontinence of urine. 

On the following day she was delirious. The 
temperature rose during the night to ioi° F., but 


came down again to normal in the morning ; the 
delirium had lucid intervals. 

On April 14th she became very rough and 
refused food. 

On April 15th there was great collapse with 
Cheyne-Stokes’ respiration, running pulse, and dis¬ 
tended abdomen. There was no perceptible liver 
dulness and the right loin was dull on percussion. 
Leakage had evidently taken place, probably at the 
line of union, but from the time this occurred up 
till death she was never fit for further interference; 
she died on April 23rd. 

The autopsy showed, as was expected, a sub- 
phrenic abscess, containing particles of food which 
had escaped from Billroth^ “ fatal angle ” — the 
junction of the duodenal union with the upper 
part of the gastric wound. 

This result and similar results recorded in the 
literature of this operation so impressed me that I 
devised a decalcified bone bobbin for use in such 
cases (shown); it will be seen that the line of 
union and this portion especially is protected by 
this appliance. 

My second case was Mrs. A. B—, set. 57 years, 
admitted to hospital May 25th, 1906. 

On admission she was seen to be a sallow, 
anaemic woman, who had evidently lost flesh. For 
the last seven to eight months she had had dis¬ 
comfort after food with a desire to vomit. During 
this period also she had suffered from constipation, 
although the act of defsecation was neither painful 
nor difficult. The pain after food was infrequent, 
aching in character, not severe, but worst after 
solid food. 

She had noticed a lump on the right side of the 
epigastrium for about five months. 

On examination a hard, nodular swelling of 
ovoid shape, the size of a tangerine orange, could 
be felt in the abdomen two inches below the 
umbilicus and immediately to the left of the median 
line ; its longest diameter was placed horizontally ; 
it was freely movable across the median line, 
above the umbilicus, and into the left iliac and 
lumbar regions ; it was not tender, but handling it 
caused dull aching. 

By some oversight the contents of the stomach 
were not examined. 

May 25th, 1906.—Dorsal position. The abdo¬ 
men was opened by a median vertical incision above 
the umbilicus; there were no adhesions to the 
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anterior abdominal wall, but the stomach and 
transverse colon were drawn closely together by a 
growth which was primarily and almost entirely 
seated in the lesser and greater curvature of the 
stomach, involving the pylorus. 

The mass was drawn out and the duodenum 
clamped below after securing the right gastro¬ 
duodenal and gastro-epiploic vessels ; the stomach 
was also clamped above, but with more difficulty 
owing to the close approximation of the transverse 
colon. When the entire growth had been removed 
it was seen that for five inches this portion of the 
large intestine had been deprived of all blood 
supply, its mesocolon having been incorpora^d 
with the growth ^ the removal of this piece of gut 
was therefore necessary and the subsequent re¬ 
union of the divided ends. By this absolutely 
necessary proceeding the time expended on the 
operation was therefore doubled and the shock 
correspondingly increased. In spite of repeated 
transfusion and every other means by which its 
effect could be neutralised the shock proved too 
great for her enfeebled resources and she gradually 
sank. At the autopsy both junctions were found to 
be absolutely closed and not the slightest leakage 
had occurred. There was no peritonitis, and 
but for the intensity of the collapse there appeared 
to have been no reason why she might not have 
recovered. 

The third case (the subject of which was shown) 
was sent by Dr. Stephenson, of Harpurhey. Again 
it is a woman ; this is curious, since Robson, 
Welch, and Osier all agree that cancer of the 
stomach is more common in males. Welch gives 
the proportion as 5 to 4, Osier 126 males to 24 
females, or 21 to 4. 

Mrs. A. S—, set. 44 years, admitted November 
5th, 1906. No previous illnesses. 

For two or three years—her statements are not 
very definite—she had suffered from shooting pains 
along the spine between the shoulders, not more j 
marked on one side than the other. There had also i 
been pain in the epigastrium appearing sometimes 
after food, sometimes as long as two houi$ after, 
lasting for a variable time and then gradually dis- ! 
appearing; the pain between the shoulders, whilst i 
varying in intensity, was more constant; both pains 
were relieved by vomiting. 

Vomiting commenced about twenty months 
before examination. As at that time she was preg¬ 
nant of her last child, which was born at full term 
four months before admission, the vomiting was 
considered to be accounted for by her condition; 
it occurred like the pain, after meals or about two 
hours after. The matters vomited consisted of 
gastric contents sometimes mixed with bile. 
During the last two months it had not been so 
frequent, occurring now only once a day ; there had 
never been any blood mixed with it. 


On admission the patient was seen to be an 
anaemic, ill-nourished woman, evidently emaciated ; 
the abdomen was rather full with free movement 
during respiration. The abdominal veins were not 
marked. A hard, roll-like mass was easily felt in 
the epigastrium and the upper part of the umbilical 
area; it was movable for one or two inches up¬ 
wards and downwards ; its movement on respira¬ 
tion was doubtful. There was no tenderness or 
rigidity in any part of the abdomen. The mass 
was smooth and clearly outlined; it appeared to be 
about the size of a hen’s egg; handling it did not 
produce pain or nausea. 

Distension of the colon by carbonic acid gas 
demonstrated that the transverse colon lay below 
it and unattached; a similar distension of the 
stomach showed some dilatation of that organ and 
its connection with the growth. 

Examination of the stomach contents showed the 
presence of lactic and the absence of free hydro¬ 
chloric acid. 

November 8th, 1906.—A median incision was 
made for three inches above the umbilicus. When 
the peritoneum was opened it was seen that the 
mass involved the lower third or rather more of the 
stomach and formed a smooth, hard tumour 
1 invading chiefly the smaller curvature and ending 
abruptly at the commencement of the duodenum. 
It was easily drawn into the wound, and the limits 
of the growth being determined the duodenal 
artery was tied above the duodenum at two points, 

| distant from one another about half a centimetre; 

I the right gastro-epiploic artery was similarly tied 
1 below. An opening in the omentum was made 
between and two clamps applied at this point. 
The gastro-epiploic artery was similarly tied at two 
points on either side of the predetermined line of 
division about the middle of the greater curvature. 
The coronary artery on the lesser curvature needed 
ligation much nearer the oesophagus on account of 
the spread of the growth upwards in this direction. 
Two clamps were placed above the growth; the 
lesser omentum was then tied off. The duodenum 
was now divided and the stomach separated 
upwards from the great omentum by ligatures; 
when the upper pair of clamps was reached the 
stomach was divided above the growth and 
removed. The divided duodenum was now ap¬ 
proximated to the lower end of the opening in the 
stomach and the posterior walls of both were 
united by a layer of Lembert sutures; then the 
edges of the duodenum and stomach were still 
further united by my stitch, which ensures that 
each suture as it comes away must clear away with 
it that portion of the inturned ridge which is in its 
grip. This layer of sutures was carried around the 
whole of the new opening and then the outer layer 
of Lembert sutures was prolonged so as also to 
surround the line of union. There remained about 
an inch of stomach wound above the new-made 
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pyloric opening to be closed; this was done in the 
same way and the small omentum stitched dowm 
over the “fatal angle.” The abdominal wound 
was then closed. 

The operation was well borne; the patient 
returned to bed in good condition. For three days 
there was some vomiting of blood and mucus, but 
after this there was no further sickness. On the 
fifth day she complained of some apnoea and some 
pain on the left side, but this quickly disappeared 
after the use of remedial measures. She was fed for 
three days per rectum , then albumen water was 
given and retained; the next day peptonised beef- 
tea and milk; this, w'ith custard, Brand’s essence 
and Mellin’s food constituted her diet until 
November 26th, when boiled chicken was added 
to her dietary, and from that time she gradually 
returned to a normal diet. At no time was any 
food rejected. 

It is of, course, too soon to say anything with 
reference to the future; her progress so far, 
however, has been such as to make us hopeful; 
at all events she is at present free from the 
constant pain and incessant vomiting which ren¬ 
dered her life unhappy, and even if this only lasts 
for a time it is a very distinct gain. 

As to the method adopted, it should be men¬ 
tioned that there are three main plans in the 
technique of these operations, all much the same 
as far as removal of the growth is concerned, but 
differing as to the method of reconstructing the 
alimentary canal. 

Poncet and Leriche, following Kocher, close the 
stomach entirely by a double suture; then, making 
a fresh opening in the posterior wall, attach the 
open end of the duodenum to this. Billroth closes 
both duodenum and stomach and makes a posterior 
gastro-jejunostomy. Wolfler unites, as I have done, 
the cut ends of the stomach and duodenum, 
suturing the redundant gastric opening above the 
re-formed tube. 

My first case illustrates the main danger of this 
last proceeding; the most likely point to be left 
insufficiently protected against after-leakage is what 
has been called “ Billroth’s fatal angle ”—the point 
where the circular suture meets the longitudinal. 
But after all this only demands a greater care, and 
there can- be no doubt that this method is the most 
direct and the quickest, time- in such cases being 
always of extreme importance; or the bobbin I 
have shown might be used. The method of 
gastro-enterostomy following double suture requires 
at least half as long again. The objection to 
Kocher’s method may be only theoretical; but it 
would appear likely that a second division of 
nutritive vessels so near might endanger the rapid 
and safe union so much desired of the original 
suture line. However that may be the proceeding 
certainly takes up more time and therefore is likely 
to increase shock; moreover, I confess that I 


cannot see why one should sew up one opening 
! already and necessarily made only to make another 
I in another plane. 

I But the method of gastro-enterostomy after 
complete closure—Billroth’s method—has one 
j great advantage which may in certain cases override 
1 all the objections which can be urged against it; 
! when the growth is much extended and a good 
deal of the stomach must be removed, the surgeon 
need have no anxiety as to whether he will be able 
to bring the two ends together without tension; he 
need think only of the extent of the morbid 
neoplasm, feeling sure that after all has been taken 
away that is needful he will still be able to repro¬ 
duce the intestinal continuity. This is at times a 
great advantage. Still, with the method of mobili¬ 
sation of the duodenum introduced by Professor 
Terrier it cannot often be required. 

Attention should further be called to two other 
points: Poncet, Kocher and Billroth apparently 
make section of the stomach before that of the 
duodenum. It will, I think, be found in the majority 
of instances that it is preferable to reverse this 
order, and, taking advantage of the well-ascertained 
fact that carcinoma in this situation almost always 
spreads from and not towards the duodenum— 
though I have seen one case in which the growth 
could be felt extending into the second part of that 
tube—to make the duodenal section first; the 
lower limit is much the more easily defined, and 
when this division has been made, traction upon 
the upper undivided segment brings the line at 
which section of the stomach should be made more 
easily within reach. Ligation of the lesser omentum 
becomes more easy and the whole growth can be 
more rapidly and completely isolated; the upper 
clamps, too, can be more easily applied when the 
stomach is drawn well downwards and to the left. 

The other point is the use of a suture internally 
which, as it comes away, must cut through the 
inturned ridge; not only is a smooth surface thus 
obtained, but by its means an additional strip of 
intestinal and gastric wall is removed which has 
first served to make a solid union during the 
dangerous period before the restitutio ad integrum 
is complete. These are but small details, but in 
an operation of this kind every little help which 
tends to render the work easier or safer or shortens 
the time expended is useful. 

The patient, her chart (which showed that after the 
second day, when the temperature rose to 99*4° F., 
it never again exceeded the normal line) and a 
radiogram of the remaining stomach, obtained by 
outlining its cavity with bismuth, were shown. 
The latter revealed a curious fact; the line of 
union, although the duodenum had not been 
liberated, lay entirely to the left of the median 
line, the remainder of the stomach having appa¬ 
rently drawn the duodenum over to that side. 

October jth f 1907. 
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